s===  Capital 
Health 


I      PAYEE  INFORMATION  (Check  one  only) 

invoice  Date  4 

Vendor  Number  (or  S.i.NO 


APPLICANT  COPY 
Payment  Requisition 

DB^endor        □  Patient 


Accounting  Services 
1100  Harley  Court 
10045-111  St 
Edmonton,  Alberta  T5K2M5 


□  Employee  (EE  number 


Invoice  Number    g>St\5  fV\£ 


Vendor  Name 


Address  Ug^s  ^A^i^x^u^O  D^ufe 


Province/State  ftrG 
II     PAYMENT  DETAILS 


Postal  Code  ^ ^  J^Gr^ 


Country 


Reason  for  payment 


is  this  a  contract  payment? 


PO# 


□  Yes  ft  tfac/r  cop/  of  confrarf  ff  not  previously  forwarded)  dkftff 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes  cB-N6^ 


II! 


mm*  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


qooo 


Location 
e.gL9000 


Functionai  Centre 
e.g.  71135050044 


mu5oDoook 


Account 
e.g.  69500001 


(oQbcoOod 


anadian 


□  U.S. 


□  Other 


TOTAL 


Expense 
Sub-Total 


accounts" 


Thimbu 


GST  if 
applicable 


Total  Payment 


IV  AUTHORIZATION 


— ^  only  to  Capita.  Health  business. 


Requisitioned  by  (Print  name) 


(Signature) 


Approved  by 


(Pnnf  name) 


Phone #  -3>bJ2. 
Date  Q 


(Signature 


Approved  by       (Print  name) 


(Signature) 


b5 


Phone  #  g 


Date, 


far 


Phone  # 


Date 


1 )  All  employee  payments  wili  be  made  electronically  based  on  payroll  tank.no «  - •  t0  departments  for  mailing. 

2  M  cheques  and  attachments  wiii  be  mailed  out  by  Account  Sen,^  Cheques  w,H  NOT  be  puM 

3  Fully  completed  payment  requisiBons  received  in  Accountmg  Sennas  by  MONDAY,  4.00  p.m.  P 

4j  lntoTPteLimprPer.y  authorized  payrnentrequi^s  wm  beWned  without  process^  


7i 


University  of  Alberta 
11435  Saskatchewan  Drive 
Edmonton,  Alberta  T6G  2G9 


Statement  of  Account 

BN#  108081795  RT 


Phone:  (730)  492-4231 
Fax:  (780)  492-4199 
WWW:  http://www.es ,uaiberta.ca/-'ClLibfac/ 


Mr.  Allaudin  Merali 
V.P-   Finance  &  Administration 
C.H.A. ,    1J2  W.M.C. 
University  of  Alberta 


MEMBER  NUMBER. 

STATEMENT  DATE 

8215ME 

Mar  31/05 

:  AMOUNT  ENCLOSED 

649.00 

ANY  CHARGES  OK  PAYMENTS  MADE  AFTER  THE  LAST  DAY  OF  EACH  MONTH  WILL  APPEAR  ON  YOUR  NEXT  STATEMENT 

PLEASE  RETURN  THIS  STUB  WITH  REMITTANCE 


AMOUNT        SERVICE  CHARGE 


G.ST. 


TOTAL  OT&RGE 


Mar  1/05 
Mar  2/05 
Mar  3/05 
Mar  7/05 
Mar  7/05 
Mar  7/05 
Mar  8/05 
Mar  9/05 
Marl8/05 
Mar22/05 
Mar23/05 
Mar29/05 
Mar30/05 
Marl6/05 


413719 
416077 
413739 
413855 
413858 
416227 
413872 
416305 
418121 
418196 
416713 
394658 
418327 
32996 


Account 
(NOT 


32 


Balance  Forward    ^^L"%^aU^,  C-Q*m 
Luncheon  Buffet  -  c^**^  . 
Lower  Bar  Night  V****^^"  5 

Luncheon  Buf  f  et  J^6^^  67 
Dining  Room  \ 
Dining  RoomJ> 


Lower  Bar  Night  Uk  t  (it^ 

Luncheon  Buffet  <*A»*&»*-^ 
Lower  Bar  Night  0 

Luncheon  Buf  f  etj^jt^M^-p-  iST^ 
Luncheon'  Buf f et ^a^JvJ^^,  CUk**', 
Lower  Bar  Night  . 

Upper  Bar-  Jb&^^^^'T^KL  t 
Luncheon  Buf  f  et  ^  ^ 

Payment  Received  -  Thank  You 


204 
15 
5 
48 
5 
97 
1 
5 
5 


50 
50 
00 
50 
00 
50 
75 
50 
50 
25 
50 
50 


32  .50 


0.00 
0.00 
0  .  00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0.00 
0,00 
0,00 
0.00 


payments  can  be  made  through  Internet  jor ^ Telephone  Banking 
AUTOMATED  TELLERS)    with  most  financial  institutions.] 


2.28  | 
0.39; 


4 
14 
1 

0 
3 


,  69 
.32 
.05 
.39 
,41 


0.39; 
6.  83! 
5.  69! 
0.39: 
0.39 
2.28 


542.45 
34.78 
5.89 
71.  69 
218.82 
16.05 
5.89 
52.  16 
5.89 
104,33 
8  6.94 
5.89 
5.89 
34.78 
-542.45 


BN#  108081795  RT 
ACCOUNTS  DUE  AND  PAYABLE  UPON  RECEIPT  OF  STATEMENT 

606.50  ; 

0.00  ._ 

42.50  i 

649.00  | 

 i 

THE  FACULTY  CLUB  AT  THE  UNIVERSITY  OF  ALBERTA,  EDMONTON 


CURRENT 

30  DAYS 

60  DAYS 

90  DAYS 

649.00 

0.00 

0.00 

0.  00 

MEMBER  NUMBER 


8215ME 


649. 00 


TO  ON  THE  CURRENT  STATEMENT  WILL  BE  ASSESSED  A  MONTHLY  SERVICE  CHARGE  OF  J  \S2%  PER  MONTH  (18%  P*R  >  EAR). 


Capital 
WLzT=?  Health 


APPLICANT  COPY 

Payment  Requisition 


Accounting  Services 
1100  Harley  Court 
10045-111  St. 
Edmonton,  Alberta  T5K2M5 


\      PAYEE  INFORMATION  (Check  one  only) 


g^Vendor        □  Patient 


□  Employee  (EE  number  } 


invoice  Date 


Vendor  Number  (or  SJ.N.) 


u 


Invoice  Number      |  O  S©3  S. 


Vendor  Name  ^  V/fY\a^AC^me^rt  S^yssms  Soa&  " 


Address 


Province/State 


Postal  Code  kok~l6-  b^Ol 


City 


Country  Sft 


U     PAYMENT  DETAILS 


PO# 


Reason  for  payment  2XX^/ph  fVu^rr^  f£a^^J/  (X-O^^Jx 

is  this  a  contract  payment?  □  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  QlMer^ 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  No 


\\\    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


{Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


3oi 


Location 
e.g.  9000 


<\QOO 


Functional  Centre 
e.g.  71135050044 


n  Canadian 


Account 
e.g.  69500001 


n  Other 


TOTAL 


Expense 
Sub-Total 


Capital  Be&lt 


ACCOUNT 


RABBLE 


$  mo-QO 


GST  If 
applicable 


Total  Payment 


IV  AUTHORIZATION 


US 


US 


!  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capita!  Health  business. 


Requisitioned  by  (Print  name)  C*Q£i£ACH3't--> 


(Signature) 


Phone # 


Date 


Approved  by 


(Panama;  .  f^B^, 

(Signature) 


Approved  by        (Pr/nf  namej 


(Signature) 


Phone # 


3bS 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


1 )  All  empioyee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2  All  cheques  aSd  attachments  will  be  mailed  cut  by  Accounting  Sendee,  Cheques  will  NOT  be  pulled  and  returne  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2002 


2005-2006 

HIMSS  Membership 


APPLICANT  COPY 


Member  IDU 
Check  #: 
Dale: 

Membership  Dues: 


9010372 


Foundation  Contribution: 


;|iji/2ttte:ffl  Renewal  Invoke 


- ;.  Healthcare  Information  and  Management  Systems  Society 
Phone:  312/664-HIMSS  (4467)    Fax:  312/915-9209 
www.hnnss.0Tg 
mem  ber  ship  @hiin  ss .  org 


Allaudin  Merali 

VP,  Finance  and  Administration 
Capital  Health  Authority 
1J2  WMC  8440  112  St 


Business  Phone: 
Home  Phone: 
Bus.  Fax: 
e-mail: 


780-407-3652 

780-407-7556 
amerali@cha.ab.ca 


Member  IDA: 
invoice  #: 
Invoice  Date: 
Join  Date 


9010372 
105835 
5/12/2005 
1/1/2000 


Edmonton,  AB  Canada  T6G  2B7 
This  is  how  yoor  record  will  appear  in  the  on-line  directory.  To  make  any  changes  to  your  address,  go  to  http://www.hiniss.org/asp/memberJogln.asp 


[~"|  I  prefer  to  receive  my  mail  at  my  home  address. 
Home  Street  Address: 


City: 


State: 


Zip  Code: 


Country: 


No  Chapter  Affiliation 


Your  primary  Chapter  is:  — 
□         I  prefer  not  to  be  contacted  by  sources  other  than  HIMSS  or  HIMSS  endorsed  membership  benefit  providers. 


Paymenjfor  2005/2006  Annual  Membership  Dues 

rn^heck  enclosed     (Made  Payable  to  HIMSS) 

Please  charge  to:    [~|     Visa     □     MC      □     AMEX  Q 


Discover 


Amount  Due  (VSS) 


Member  ID#:  9010372 


140.00 


34kase  renew  my  dues  for  an  additional  year  (Expiration  date  will  be  June  30,  2007)  ^^mM 


Expiration: , 


Foundation  Contribution 


mo.oo 


Please  indicate  whether  Foundation  Contribution  is  paid  by: 

[pj^^O r gan i zati  on  Check 


Credit  Card  Number:  _ 
Name  on  Credit  Card:  „ 
Cardholder's  Signature: 

iWembership  in  HIMSS  is  on  an  individual  basis  and  is  not  transferable  or  refundable.      □  Check 

Grand  Total  _____ 

.   r    .  - 1  i         i   ~;  ^  ,wt™^       th^  ^vtpnt  RIMS1!  ^a-acres  in  lobbying,  1 1 .5%  of  dues  are  not  deductible  as  a  business 

HMSS  memtaship  clues  are  not  deductible  as  a  charitable  contribution  but  may  be  deductible  as  >  business  ^^^^1^^  The  HIMSS  Foundation  is  an  educational 
xpense.  Contributions  to  the  HIMSS  Foundation  are  deductible  as  a  charitable  contnbution  for  federal  ™o,ue  tapapoM  to  the  cx.en,  pl0v,ded  by  law. 
rganization  exempt  from  taxation  under  501  (c)  (3)  code  of  the  Internal  Revenue  Service.  HIMSS  Federal  Tax  ID  Number:  36-3906745. 

11MSS  regularly  sends  e-mails  desenbing  its  products  and  serves.  By  returning  this  form,  you  agree  to  allow  HIMSS  to  send  these  promotional  e-mails  to  you.  Yon  will  have  the  oPPortu„,,y 
o  opt  out  of  the  e-mail  list  if  you  choose. 

Return  this  form  with  your  payment 
Mail  to:  HIMSS  Membership,  Lockbox  6901,  Dept  77-6901,  Chicago,  IL  60678-6901 

Phone#  312-664-4467 
Fax#  312-915-9209 
Email:  mem bership^Mm ss.org 


)  2005  Healthcare  Infonnation  and  Management  Systems  Society 


=s_^  Capital 
M=m=  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
1100  Hariey  Court 
10045-111  St. 
Edmonton,  Alberta  T5K2M5 


PAYEE  INFORMATION  (Check  one  only)  S^ndor        □  Patient         □  Employee  (EE  number 


Invoice  Date 


/OS 


Vendor  Number  (or  S.LN.) 


Invoice  Number 


Vendor  Name    (3sUK5fl    fts5QCiA-r£S  ULc 


Address   ^^gC^^&^ce  *  ■fiT^&6&m**  + 


Province/State 


city  fcDnf»0(oro^ 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment 
is  this  a  contract  payment? 


PO# 


□  Yes  (Attach  copy  of contract  if  not  previously  forwarded) 


if  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mall^WiWSSSp^pfefe^ 


□  No 


EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


olO! 


Location 
e.g.  9000 


OyOOO 


lanadian 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


□  U.S. 


□  Other 


TOTAL 


Expense 
Sub-Total 


*    600  *  OD 


GST  if 
applicable 


Total  Payment 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name) 


Phone  #  3(o52. 


Date 


Approved  by        (Print  name) 


(Signature) 


Phoned  3^5X 

A/05 


Date., 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4£ 


Notes: 


1)  Ail  employee  payments  will  be  made  electronically  based  on  payroll  banking  information.  .nartmBnU  fnr  maNLna 

2  Ai!  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  maihng. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services     MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4}  incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing   ^ 


APPLICANT  COPY 


THE  CA^Ajpi^H^fH^Uf/^F^hf  SYi^fOSIUM 

OCTOBER  20-22,  2005  /  CALGARY  /  ALBERTA 

'         r'ilEGISTRATIOM  FOSM^:  .  .-. 


To  Register 

ip  Online:  www.buksa.com/halifax5 

Fax:  78a437-5984 

r-^j  Mai!:  Halifax  5  Symposium  Secretariat 

BUKSA  Conference  Management  and  Program  Development 
Suite  307,  1Q328  -  81  Avenue  NW 
Edmonton,  Alberta  T6E  1X2 

The  meeting  organizers  are  preparing  a  list  of  speakers  and 
registrants  at  the  Symposium.  This  list  includes  name,  position  and. 
organization.  This  fist  will  be  distributed  in  the  registration  kits-  Do  you 
consent  to  having  your  name  on  this  list?  If  you  do  not  complete 
this  section  your  name  WILL  appear  on  the  fist 

□K^es       □  No 

1.  CONTACT  INFORMATION 

QM^r.    □  Ms.    □  Mrs,    □  Dr.  Other:  

Last  Name:  6  !<Lft  l_  \ 


First  Name:  ^   

Occupation:  JL*  \J\C6jpff^^^ 
oTganiza^ 


City^        wlO  ff\Q  fO  ro  P    

Province: 


Postal  Coda:     TT^jS  -_<^©l!  

Telephone;  (  )   4on  - 

Fax_{  3 86  )  MQH-  ~165^ 
Emai ! :       <XfV>  ^r<X-\  *       cW.        :  L^<- 


Piease  identify  special  needs  (dietary  restrictions,  allergies,  physical 
disabilities):   


s.17(1),  17(4).(g)(i). 


2.  REGISTRATION 

Early  Bird  Fee:  available  up  to 
and  including  July  15,  2005 

Regular  Registration  Fee: 
after  July  15,  2005 


$600  +  GST  -  $642.00 


$700  +  GST  -  $749.00 


Post-graduate  Student* 


Undergraduate  Student* 


$150  +  GST  =  $160.50 
$150  +  GST  -  $160.50 


Area  of  study  for  Student 

*  Written  confirmation  of  student  status  is  required 

TOTAL  FEES  iNCLUDED: 


P^Sf  Exempt:  Please  attach  GST  exemption  letter  to  form. 

R^HOn^3l3  


3,  CONFERENCE  PAYMENT 

q^fleque  or  money  order  enclosed,  made  payable  to  BUKSA 
Associates  Inc. 

□  invoice 

□  Visa       □  MasterCard 

Card  Number:    :  . 


Expiry  Date  (mm/yy): 


Cardholder's  Name: 


Signature: 


By  signing,  f  authorize  registration  payment  on  my  credit  card. 
Note-  If  you  pay  by  credit  card,  your  statement  will  read 
"Buksa  Assoc.  (7B0)  436-09B3  Edm" 

4.  ACCOMMODATION 
THE  WESTIN  CALGARY 

□  No  accommodation  required 

□  Accommodation  required  ^    

Check  In  Date: 


Check  Out  Date:     

□^TVaditionai  Room:  Main  Building  /  Single  or  Double  Occupancy* 
$153  +  taxes  per  night 


□  Deiuxe  Room:  Tower  Building  /  Single  or  Double  Occupancy* 
$183  +  taxes  per  night 


*Jripie/Quac iOccupancy  is  subject  to  a  $20  per  person,  per  night  charge. 

Total  number  of  peop'^inyoom:  ,    

Room  Preferences  (subject  to  availability): 

□  One  Bed  □  Smoking 

□  Two  Beds  □  Non-Smoking 

Special  Requests:      


All  rooms  must  be  guaranteed  with  a  major  credit  card. 

□  Please  guarantee  my  room(s)  with  the  credit  card  information  in 
Section  3, 

□  Please  guarantee  my  room(s)  with  the  credit  card  information 
below. 

□  Visa  □  MasterCard  □  AMEX 

Card  Number:  _    _  

Expiry  Date  (mm/yy):   _   


Cardholder's  Name: 


Signature: 


By  signing,  i  authorize  the  use  of  my  credit  card  for  reservation  purposos. 


APPLICANT  COPY 


TO  REGISTER 

You  may  register  for  the  Halifax  5  Symposium  by 
using  the  attached  registration  form.  You  can  also 
find  the  online  form  at  www,  buksa.com/halifax5. 

Submitting  Your  Registration 

You  may  submit  your  registration  form  in  one  of  the 
following  three  ways: 

I  _  Online: 

www.buksa.com/halifax5 

(vf^  Fax: 

f%^y  780.437.5984 

Mail: 

■kSiS'      Halifax  5  Symposium  Secretariat 
BUKSA  Conference  Management 
and  Program  Development 
Suite  307,  10328  -  81  Avenue  NW 
Edmonton,  Alberta  T6E  1X2 

Registration  Fees   

Early  Bird  Fee  (up  to  and 

including  July  15,  2005)    $600.00  +  GST 

Regular  Fee  (after  July  15,  2005)  $700.00  +  GST 
Postgraduate  Students*  _  $150.00  +  GST 

Undergraduate  Students  *  _  1150:00..+-G.?T 

*  Students  in  a  related  discipline  are  eligible  to  receive  a  subsidy 
on  registration  fees  only,  through  a  grant  provided  by  the  Health 
Quality  Council  of  Alberta.  A  limited  number  of  subsidies  are 
available,  so  register  early!  Provide  a  photocopy  of  your  student 
ID,  and  indicate  your  area  of  study  on  the  registration  form. 

Space  is  limited  and  you  are  encouraged  to 
register  early  as  the  Symposium  sold  out  by  the 
early  bird  deadline  last  year 


Registration  Policies 

1 .  A  confirmation  notice  of  your  registration  will  be 
sent  to  you  within  10  business  days  of  receipt  of 
your  completed  registration  form  and  full  payment. 
If  you  do  not  receive  your  confirmation  within  this 
time,  please  contact  the  Symposium  Secretariat. 

2.  Receipts  will  be  sent  to  you  if  your  registration  is 
received  by  September  30,  2005.  Receipts  for 
registrations  received  after  September  30,  2005 
will  be  given  to  you  in  your  delegate  package  at 
the  Symposium. 

3.  Delegate  registrations  will  be  accepted  up  to 
October  11,  2005.  Registrations  received  after 
October  11,  2005  will  be  accepted  only  on-site  at 
The  Westin  Calgary,  on  a  space-availability  basis. 

4.  Delegate  substitutions  may  be  made  up  until 
October  1 1 ,  2005  or  on-site  and  must  be  made  in 
writing  to  the  Symposium  Secretariat. 

5.  Make  cheques  payable  to  BUKSA  Associates. 

6.  Notice  of  cancellation  must  be  made  in  writing  to 
the  Symposium  Secretariat.  A  $100,00  (plus  GST) 
cancellation  fee  will  apply  for  registrations 
cancelled  up  to  September  30,  2005.  No  refunds 
for  registration  fees  will  be  issued  after  this  point. 

7.  A  $20.00  charge  will  be  assessed  for  NSF 
cheques. 

For  Registration  Information 

Halifax  5  Symposium  Secretariat 
BUKSA  Conference  Management 
and  Program  Development 
Phone:  780.436.0983  Ext.  231 
Fax:  780.437.5984 
halifax5@buksa.com 
www.buksa.conn/halifax5 


7 


=s=s  Capital 
Health 


,  _iLJ  Accounting  Service 
1  -  -m       1100  Harley  Cauf 

tnig  Ser4ce^oo45-in  si 
Edmonton,  Alberta  T5K  2Mi 


lnvoice  Date             vUJL  i  \8  / 05 

Invoice  Number 

Vendor  Number  (or  S.I.N.) 

Vendor  Name          \  T     S  U  0 

Address    Pn    ftpv     S-5^^  ■ 

Crty    DO  m^oer>. 

^         ■■■f-  :  =  

Province/State      (  '  f\ 

Postal  Code  BO^B-^ 

Country'  Vj^ft 

||     PAYMFWT  HFTAILS 

  •  -  -  :  :  £  1 

PAYEE  INFORMATION  one  onW  Candor        □  Patient         □  Employee  (EE  number  ) 


Reason  for  payment  ^x^l^c  «  -fi-lpQw  fcji*n*&L*J>^ 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwardea)  E3-NtT* 


if  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  □  No 


HI    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


Location 
e.g.  9000 


qooo 


□  Canadian 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


lb     HQ  ODD 


■Capita!  Hea 

^  ^  f*k      £  \  # 


ACCOUN 
PAYABLE 


□  Other 


TOTAL 


Expense 
Sub-Total 


Iff 


GST  if 

applicable 


IV  AUTHORIZATION 


Total  Payment 


us 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name) 


(Signature) 


Approved  by 


(Pr/nf  namej 
(Signaturei 


Phone  #  ^3b5^ 


Date 


Approved  by       (Print  name) 


(Signature) 


Phone  # 


Date 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


3  JSSJ-ed  P^nem  requisition,  received  in  Acting  Services  by  MONDAY,  4:00  p.m.  will  ce  processed  that  weak. 
4)     incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2002 
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APPLICANT  COPY 


WW 


Management  Review 


P  o  Box  55254,  Boulder  CO  80322  U.S.A 

Ph°nf 1-800-876-5764  *  Fax:  303-604-7786  *  wwwsloanreview.mit.edu. 


Renewal  Notice 

YES!  Please  renew  my  subscription: 

GkJrteYear  US$99 

□  Two  Yrs     US  $188  -  Save  $10 

□  Three  Yrs  US  $277  -  Save  $20 


ALLAUDIN  MERALI                      FAL05  _  ^  ,  , 

B            CAPITAL  HEALTH  AU  B^ayment  enclosed 

8440  112  ST  1J2  WMC                 NXP  □  Please  Bill  Me 

EDMONTON  AB  CAN  T6G  2B7 


3CR 


111424  MR  A  fl44QlQci4  1KB3  7X  1  »V 


l^oan^nagememRevi,w 
Boulder  CO  80322-5254 


«..l.ll.iHi||„.,ljM|||iJi|iii|ifi|i|iiJw|jji 
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■m^^  Cati£fcal 
mr'w  Health 


APPLICANT  COPY 

Payment  Requisition 


Accounting  Services 
1100  Hariey  Court 
10045-111  St 
Edmonton,  AJberta  T5K2M5 


PAYEE  INFORMATION  (Check  one  only) 


endor        □  Patient         □  Employee  (EE  number  ) 


Invoice  Date 


Vendor  Number  (or  S.LN.) 


?f  f 


Vendor  Name  (5>uX^>ft  As^°CljaT^ 


Address 


^oijolje^  Ave/' 


Province/State 


Postal  Code  \?<Qu 


Country 


li     PAYMENT  DETAILS 


Reason  for  i 


am 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  B-Kt) 


if  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


n  no 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


EPr^s 


□  No 


]|f    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


QOOO 


Canadian 


Functional  Centre 
e.g.  71135050044 


111115  OOOOO  ^ 


PAVACU  E 


Account 
69500001 


tT'DWef 


TOTAL 


Expense 
Sub-Total 


*  b50 .  oo 


GST  if 
applicable 


Total  Payment 


iV  AUTHORIZATION 


!  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business 


Requisitioned  by  (Print name)  C^Ol^^^^ 
(Signature)  X(Ma^^>^ 


Approved  by       (Print  name)        Q  §  f^£X4  ^  j  


Approved  by       (Print  name) 


(Signature) 


Phone  #  -3b5,>- 


Phone # 


Phons  # 


/ 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITYPOLICY  NUMBER  FINANCE  4.1 


Notes: 

1)    All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2     Ali  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returne  to  departments  for  ma.Ung, 
3}     Fully  completed  payment  requisitions  received  in  Accounting  Services  bp  JWONDAY,  4:00  p.m.  will  be  processed  that  week. 
4)     incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


COM  -  Registration  Page  APPLICANT  COPY  Page  !  of  2 


—  — — ~  

Chronic  Disease  Manoqemem-  Online  Registration 

the  Cat  gwy  Con  feren    200  S 

Full  Reaistration  Earlv  Bird  reoistration  has  expired. 

Includes  all  conference  materials,  access  to  ail  conference  sessions  including  the  public  session,  Monday 
Welcome  Reception,  three  breakfasts  (including  Western  Breakfast),  all  refreshment  breaks,  two  lunches 
and  the  Wednesday  Gala  Dinner 

@  Regular  Registration  ($650.00) 
C  Student  Registration  ($350.00) 
O  Daily  Registration 

Pasty  Reqistrati©o   ~  — — j 

Includes  all  conference  materials  provided  on  that  day,  access  to  as!  conference  sessions  breakfast  all 
refreshment  breaks,  and  lunch  (including  Western  Breakfast  but  no  lunch  on  Thursday).  Wednesday  s  one 
day  fee,  both  student  and  regular,  includes  one  ticket  to  the  Wednesday  Gala  Dinner. 

H  Regular  -  Tuesday,  September  27  ($300.00) 
H  Regular  -  Wednesday,  September  28  ($300.00) 
C  Regular  -  Thursday,  September  29  ($300.00) 
H  Student  -  Tuesday,  September  27  ($150.00) 
T  Student  -  Wednesday,  September  28  ($1 50.00) 
F  Student  -  Thursday,  September  29  ($150.00) 

Guest  Ticket  Registration 

Additions  to  your  conference  registration 
H  Welcome  Reception,  September  26  ($15.00) 

F  Gala  Dinner,  September  28  ($75.00) 

F  Western  Breakfast,  September  29  ($25.00) 

Quantity 

Current  cost  of  selected  items  -  All  funds  in  Canadian  Dollars                          Order  Total:  $650.00 

Title:    C  Dr.     <?■  Mr.     C  Mrs.      C  Ms 

C  Gther 

Email:  |amerali@cha.ab.ca 

Confirm  Email:  jamerali@cha.abxa 

First  Name:  Allaudin 

Last  Name:  jMerali 

Organization:  Capital  Health 

Position:  [Exec  VP  &  CFO 

Business  Phone:  f/80-407-3652 

Fax:  ^780-407-7556 

City /Town:  jEdmonton 

Province  /  State:  *AB 

Country:  (Canada 

Postal  Code:  |f  6(3  2B7 
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CDM  -  Registration  Page 


APPLICANT  COPY 


Page  2  of  2 


Address:  f  1  J2.  WMC,  8440-1 12  Street  

Special  Needs:                                    .__  _  

^^^^^ 

: 

  J 

s.l7(l),  17(4)(g)(i) 

Credit  Card  Information  — — — — - — ■  —  —  

Method  Of  Payment:   C  Visa  O  MasterCard    O  American  Express    ®  Cheque 

Cheque  oayableto:  "SUKS A  Associates"  -  #307T  10328,  81  Ave  NW,  Edmonton ;  AB.T6E  1X2 

MM     /  YY 

Card  Number:  j    .       _|             _j|  J„    

j             Expiry  Date:  |  _  j  /  L__j 

Name.  On  Card:  j   _  

]             Order  Total:  ($650.00 

RAnB^tr^tloo  Ouestions                                             ....            „            —  —  1 

A,  Which  of  the  following  conference  themes  for  concurrent 
sessions  would  you  be  Interested  in  attending?  (please  check  two) 

n  Delivery  System  Design 

F*;  Decision  Support 

Fl  Partnerships  and  Public  Policies 

p  Disease  and  Self-Management 

B,  Please  Indicate  which  of  the  following  best  describes  your 
current  occupation: 

C  Physician 

C  Allied  Health  Professional 
C  Nursing 

<?■  Health  Administration/Planning 
C  Health  Research  ■ 
C  Student 
O  Other 

C.  Host  Committee  is  preparing  a  list  of  delegates  to  be  provided 
to  the  sponsors  upon  the  conclusion  of  the  Conference.  The  list  will 
include  your  name,  mailing  address  and  email  address.  Do  you 
consent  to  having  your  information  included  on  this  list?  If  you  do 
not  complete  this  section,  your  information  will  automatically  be 
included  on  this  list. 

<?  Yes   C  Ho 

Reset  j  ■              Proceed  to  Personal  information  Confirmation  J 
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APPLICANT  COPY 


Page  1  of  1 


Corrigan,  Trudy 


From:  cdm@buksa.com 

Sent:     Wednesday,  August  24,  2005  1 1:07  AM 

To:        Meraii,  AJlaudin 

Subject:  CDM  Registration  Confirmation 

Chronic  Disease  Monagernent 

The  Calgary  Conference  200S 

CDM  Registration  Confirmation 

Dear  Mr.  Meraii, 


Thank  you  for  registering  for  Global  Perspectives  on  Chronic  Disease  Management:  The  Calgary  Conference  2005,  Your 
registration  confirmation  and  receipt  will  be  emailed  within  5  business  days.  If  you  do  not  receive  confirmation  within  this  nme 
please  contact  BUKSA  Associates  Inc. 

If  you  have  any  questions  or  concerns  please  contact  BUKSA  Associates  Inc.  at  cdm@buksa.com  (or  just  reply  to  this 
message)  or  (780)  436-0983,  extension  231 . 


Your  Registration  Information: 

Your  online  registration  number  is:  CDMON441 

Thank  you  again 
Mark  your  calendar... 

Global  Perspectives  on  Chronic  Disease  Management:  The  Calgary  Conference  2005 
September  26  to  29,  2005 
Calgary  Hyatt  Regency  Hotel 


BUKSA  Conference  Management  and  Program  Development 

Suite  307,  10328  -  81  Avenue  NW 

Edmonton,  Afberta  T6E  1X2 

Phone:  (780)  436-0983  ext.  231 

Fax:  (780)  437-5984 

Email:  cdm@buksa.com 

www.buksa.com 

This  communication  is  intended  solely  for  the  addressee  and  may  contain  confidential,  persona!  and/or  privileged  information.  Access  to  this  email  by 
anyone  else  is  unauthorized.  If  you  are  not  the  intended  recipient,  it  is  prohibited  to  copy,  disclose,  distribute,  or  take  acton  on  the  communication. 

If  it  has  been  received  in  error,  please  contact  BUKSA  Associates  Inc.,  delete  and/or  destroy  the  communication. 

BUKSA  Associates  Inc.  is  a  Leader  In  Strategic  Conference  Management  Services  in  Health  Care. 


Sent  by  Chronic  Diseae  Management  Calgary  Conference  2005  AutoMailer 
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Page  1  of  1 


Chronic  Disease ;  ..cna-oemem  Or^re  Regssnmoh 

The  Calgary  Conference^  5 


Registration  Complete 


Thank  vou  for  your  registration  for  Global  Perspectives  on  Chronic  Disease  Management.  The  Calgary 
to£^2M^n&^  confirmation  and  receipt  will  be  ^c1S£^^^a 
days.  If  you  do  not  receive  confirmation  within  this  time  please  contact  the  Conference  Secrete,  iat. 

Your  credit  card  statement  will  read  "Buksa  Assoc.  (780)  436-0983  Edm." 

If  you  have  any  questions  or  concerns  please  contact  the  Conference  Secretariat  by  email: 
cdm@buksa.com  or  by  phone:  (780)  436-0983  x  231 . 


Return  to  the  Conference  Website 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
1100  Hariey  Court 
10045-111  St. 
Edmonton,  Alberta  T5K2M5 


PAYEE  INFORMATION  {Cheek  one  only)  ty^ndor        □  Patient         □  Employee  (EE  number  ) 


Invoice  Date 


Vendor  Number  (or  S.i.N.) 


invoice  Number    <g3^\5  fY\£ 


Vendor  Name 


Address 
Province/State 


Postal  Code  HMoC- 


Country 


PAYMENT  DETAILS 


PO# 


Reason  for  payment  <^        ^/ 0  S      f^^UU^^     ~  £X   Qruw^  ' 
Is  this  a  contract"  payment?    "  □  Yes  *  contract  if  not  previously  forwarded) 


if  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Complete  Coding) 


BaiUniE 
e.g.  201 


Location 
e.g.  9000 


<\06Q 


Canadian 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Mb  QOOCO 


□  U.S. 


□  Other 


TOTAL 


Expense 
Sub-Total 


I    Mfc'USKiV  SSt^ 


OCT  IZ2D05 


PAYABLE^ 
*  3^ 6 -so 


GST  if 
applicable 


Total  Payment 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business 


Requisitioned  by  (Print  name) 


A  -  Cq6L&±&0- 


(Signature) 


Approved  by       (Print  name)  Q  J^)M=& 

by       (Print  name)  ^ 


Approved 


(Signature) 


Phone  #      -  ^b  Sa- 


Date 


Phone  #      -  3  b  ^  2- 


Date 


phone  # 


J0c4  12/0* 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


1 )  A.1  employee  payments  m  be  made  eiectronicaily  based  on  payroll  be        gnd  returned  to  departments  for  mailing. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Sen/ices.  Cheques  wll  NOT  be  pu  leu  h 

3  Fully  completed  payment  requisitions  revived  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  incomplete/improperly  authorized  payment  requisitions  will  be)  ^turned  without  processmg   


April  2002 


7i 


University  of  Alberta 
11435  Saskatchewan  Drive 
Edmonton,  Alberta  T6G  2G9 


Statement  of  Account 


Phone:  (780)  492-4231 
Fax:  (780)  492-4199 
WWW:  http://www.es  .ualbeitaxaZ-clubfac/ 


OCT  i  i  2005 


Mr.  Allaudin  Merali 
V.P.   Finance  &  Administration 
C.H.A. ,    1J2  W.M.C. 
University  of  Alberta 


;   MBMBER  NUMBER 

STATEMENT  DAW 

8215ME 

Sep  30/05 

AMOUNT  ENCLOSED' 

BALAN£E;Bti£: 

372, 91 

ANY  CHARGES  OR  PAYMENTS  MADE  AFTER  THE.  LAST  DAY  OF  EACH  MONTH  WILL  APPEAR  ON  YOUR  NEXT  STATEMENT 

PLEASE  RETURN  THIS  STUB  WITH  REMITTANCE 


.DAIS. 


Sepl2/05 
Sepl5/0-5 
Sepl6/05 
Sepl9/05 
Sep23/05 


440501 
432191 
438634 
438676 
35124 


Account 
(NOT 


Balance  Forward 

up""  £  ^SopSOJL&H*- 
Luncheon  Buffet  -SSU^  ^'^pa)^ 
Luncheon  Buf  f et  GeuJ>  Q^^^^^ 
Payment  Received  -  Thank  You 


AMOUNT 


.SERVICE  CfiMGE 


g.s; 


total  en  mm 


5.50 
276,00 
33.50 
33.50 


0.00 
0.00 
0.00 
0.00 


0.39 
19.32 
2.35 
2.35 


196.37 
5.89 
295.32 
35.85 
35.85 
-196.37 


payments  can  be  made  through  Internet  br  Telephony  Banking; 
AUTOMATED  TELLERS)    with  most  financial  institutions.  j 


\ 


BN#  J  0808 1795  RT 
ACCOUNTS  DUE  AND  PAYABLE  UPON  RECEIPT  OF  STATEMENT 


TOTALS 


348.50 


0.00 


24.  41 


THE  FACULTY  CLUB  AT  THE  UNIVERSITY  OF  ALBERTA,  EDMONTON 


CURRENT 

*  "'  30DA^S 

60  E5 AYS 

90  D  AYS 

372. 91 

0.00 

0.00 

0.00 

MEMBER  NUMBER 


8215ME 


TOTAL  BALANCE  DUE 


372.91 


372.91 


 —   ™tto  a  nm^iMT  rm  tt-tt*;  STATFMFNT  NOT  LATEBJHAN  I 0  DAYS  FROM  THE  DATE  OF  MAILING  YOU  SHALL  BE  DEEMED  TO  H  AVE  ACKNOWLEDGE* 

NG  ON  THE  CURRENT  STATEMENT  WILL  BE  ASSESSED  A  MONTHLY  SERVICE  CHARGE  OF  1  1/2%  PER  MONTH  ( 1 8  A  PER  ^  j^ARj. 


APPLICANT  COPY 


CHECK  NUMBER 

432191 


HF  FUCUITY  CLUB 

OF  THE  UNIVERSITY  OF  ALBERTA 
EDMONTON 
PH.:  492-4231  FAX:  492-4199 


DATE 


&.r.C:C\\  IMT  NUMBER 

CASH 

cr 

l 

H 

PRINTED  NAME 


M  EMBER'S  RECEIPT  -  PLEASE  KEEP  TOP  COPY 


MEMBERS  SIGNATURE 


■  QUAN;- 

CODE 

PPJCL 

TOTAL  , 

4- 

ft) 

ft) 

 -  

> 

*w 

/ft) 

f 

/ 

j 
\ 

I 

SUB 
TOTAL 

oc 

G.S.T. 

NO  SERVED               SERVER  G-S-T. 

NU,  stuvtu                                       REGISTRATION  N0- 

R1 0808 1795 

TOTAL 

18 


Capital 
health 


APPLICANT  COPY 

Payment  Requisition 


Accounting  Services 
1100  Harley  Court 
10045-111  St 
Edmonton,  Alberta  T5K2M5 


PAYEE  INFORMATION  (Check  one  only)  B^Vendor        □  Patient         □  Employee  (EE  number  ) 


Invoice  Date 


Vendor  Number  (or  S  J.N.) 


invoice  Number        Q  \ 


Vendor  Name  (3u.Tl~6^     L)  IQ  _I  \ 


Address 


Province/State  Q^QjOTO^j 


Postal  Code  f  \  Q 


City 


Country'  Tg^ 


PAYMENT  DETAILS 


Reason  for  payment 


9  -  + 


A 


Is  this- a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded) 


if  this  is  a  contract  payment,  what  Is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      GpYes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


Hi    EXPENSE  CODES  (IN  ORACLE  HNANCSAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


Location 
e.g.  9000 


lanadian 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


n  u.s. 


Other 


TOTAL 


Expense 
Sub-Total 


pen  t  tl5 


ACQ 


GST  if 
applicabie 


Total  Payment 


33U-OCJ 


.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business 


Requisitioned  by  (Print  name) 


(Signature) 


Approved  by       (Print  name)  .  fY\6tf-A*-A 


PhoneS.  r^tvSS- 


Date 


(Signature) 


Approved  by        (Print  name) 


(Signature) 


Phone # 


75  t>S'^ 


Dat 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBbR  FINANCE  4,1  


Notes: 

1)    All  employes  payments  will  be  made  electron icaiiy  based  on  payroll  banking  information,  ^Mrtmenh!  w  maiiina 

2     All  cheaues  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY }  4:00  p.m.  will  be  processed  that  week. 

4)  incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  ^   . 

.  :  —   i  y — ■  "  ~ 

April  2002 


APPLICANT  COPY 


/oa3/  -  /Jo  34- 


OnDER  NO. 


o  /  6- 


I  DEPT. 


DATE 


SOLD  TO 


ADDRESS. 


ST 


)bn_iSW£M$^-  !— 1 r— — p— 


r 


Capital 
Health 


APPLICANT  COPY 


Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030107  St. 
Edmonton,  Alberta  T5J  3E4 


PAYEE  INFORMATION  (Check  one  only)  H  Vendor        □  Patient         □  Employee  (EE  number  ) 


Invoice  Date  14-Feb-06  (DD-MMM-YY) 


Vendor  Number  (or  SJ.N.) 


Invoice  Number 


Payee  Name  Edmonton  Chamber  Of  Commerce 


Address  700,  9990  Jasper  Avenue 


Province/State  AB 


Postal  Code  T5J1P7 


City  Edmonton 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Tickets  (10)  2006  State  of  the  City  Address  Luncheon 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  g  Yes         □  No 


EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


M  Canadian 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


69500000 


□  U.S. 


Expense 
Sub-Total 


$500.00 


Capital  Heim 


GST  if 
applicable 


ACCOUNTS 


Totai  Payment 


$500.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously^         expenses  related  only  to  Capital  Health  business 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Approved  by 


(Signature, 
(Print  namej 


(Signature) 


Approved  by       (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  14-Feb-06 


Phone  #  407-3652 


Date 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


IT^AIl  employee  payments  will  be  made  electronically  based  on  Pa^"  ba"k^  te  DUlfed  and  returned  to  departments  for  mailing. 
4)    Lcorn^Xi^oJerly  authorized  payment  requisitions  will  be  returned  without  process.ng   
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April  2005 


APPLICANT  COPY 

111 


CHAMBER  OF  COMMERCE 


Sponsored  by: 

s 

Capital  City 
Savings 


Name(s): 
Company: 
Address: 


The  Edmonton  Chamber  of  Commerce  presents 

2006  State  of  the  City 
Address  Luncheon 

Featuring: 

Mayor  Stephen  Mandel 

Thursday,  April  27,  2006 


Shaw  Conference  Centre 
9997  Jasper  Avenue 
11:30  am -1:30  pm 

Tickets: 

$50  Members,  $60  Non-Members,  GST  Included 
Tables  often  available 


Enter  a  draw  to  win  a  trip 
for  two  to  Los  Angeles 
compliments  of 
Air  Canada  and 
Edmonton  Airports 


AIR  CANADA 


Edmonton 

AIH  POTfTS 


uomC    6^V40M        \    PnsM  code 

Phone:  ~w  


Method  of  payment:  Cheque 


Pay.   M-OI  ~~l  <»  5  io     E.maii-  Q-^  e/?U>  fe  ch£  -  c  U  os- 

rdA-  ■  "   (For  event  communications  only) 


4a  Q   MasterCard  Q  AMEX  Q   Diners/enRoute  rj 


Credit  Card 


Expiry  Date:, 


..Signature:, 


No.  of  Tickets:  \Q_Z     \  +^ble^ 


Total:  $  <>a0.00 


To  register  please  fax  this  form  back  to  424-7946. 

Please  make  cheques  payable  to  the  Edmonton  Chamber  of  Commerce:  700,  9990  Jasper  Avenue, 
World  Trade  Centre  Edmonton,  Edmonton  AB  T5J  1P7  Tel:  (780)  426-4620  GST#R1 072821 96. 
48-hour  cancellation  policy  in  effect.  Cancellations  must  befaxed  in.  Phone  cancellations  wdl  notbeaccepted. 


Tickets  ordered  less  than  one  week  prior  to  event  will  be  held  at  the  door.  If  you  do  not 
receive  your  tickets  3  days  before  the  event,  please  call  Jessie  at  426-4620. 
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1  Capital 
m====  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10m  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


E]  Vendor        □  Patient         □  Employee  (EE  number  ) 


Invoice  Date  3-Mar-06  (DD-MMM-YY) 

_  . —  — —   7^ 

Vendor  Number  (or  SJ.N.)    ^  CH 1*  ^ 


Invoice  Number 


Payee  Name  Northern  Alberta  Chapter,  Cchse 


Address  G/O  Tina  Polej,  3104-104  Avenue 


Province/State  AB 


Postal  Code  T5WOW9 


City  Edmonotn 


Country 


if     PAYMENT  DETAILS 


Reason  for  payment  Registration  for  A.  Merali  -  for  March  13/06  Power  Breakfast 


PO# 


is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  N° 


(f  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


[3  Yes 


□  No 


i§|    EXPENSE  CODES  {IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


GST  if 
applicable 


Total  Payment 


$20.00 


$20.00 


W  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


A  -  G 


Approved  by 


(Print  nameLAHaudin  Merali 

— 


(Signature) 


Approved  by       (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  3-Mar-06 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes ' 

3  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  mat  wee*. 
4)     Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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c4a 


APPLICANT  COPY 


CCHSE  NAC  Power  Breakfast  -  March 1 3,  2006 
Guest  Speaker:  Dave  Hancock 

MAINTENANCE  OF  CERTIFICATION 


Attendance  at  this  event  entitles  certified  Canadian  College  of  Health  Service  Executives 
members  (CHE  /  FCCHSE)  to  1.0  Category  1  MOC  credits  toward  their  maintenance  of 


(CHE 

certification  requirement 


Name: 

Position:  VP  iCVO 

Organizatton:^^'^ 

Mailing  Address:  W»m£,  8^0-  ST- 

City:  EpmCPtoyj  AB 

Postal  Code:  TloGr 

Tel:  (780)  Mon-3US^ 

Fax:  (780)  M23"n55<° 

E-mail:     ^^'^  ^ 

Please  indicate:  College  member  [^^Non-member  □ 

Fees:  Members  $20.00 

Non-Members  $30.00 

Students-Member  $10.00 

Student-Non-Member  $15.00 

Please  indicate  payment: 

Pay  at  the  door  □    Pay  on  website  □     Mail  payment  Aiready  Paid  ^   

If  you  are  paying  by  cheque  or  cash,  please  complete  &  e-mail  this  form  to  nac_cchse@telus.net 
(or  fas  to  (780)  471-4880) 

Forward  your  cheque  (payable  to  Northern  Alberta  Chapter,  CCHSE)  to: 

Tina  Polej,  31 04-1 04  AVE,  Edmonton,  AB  T5W  0A9 

To  pay  with  credit  card,  please  visit  the  below  website: 
httD://www.cciisfi.ora/ChaDterg/Mnrthern%?nAlhfirta/fivents.stm 


Registration  Deadline  -  WEDNESDA  Y.  MARCH  8,  2006 


Canadian  College  of 
Health  Service  Execu  tives 
College  canadiendes 
directeurs  de  services  de  sante 
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,  ==^=  Capital 
Health 


APPLICANT  COPY 


Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  15 J  3E4 


f      PAYEE  INFORMATION  (Check  one  only)          E3  Vendor        □  Patient         □  Employee  {EE  number  } 

Invoice  Date  1&-Mar-06  (DD-MMM-YY) 

invoice  Number 

Vendor  Number  (or  S.I.N.) 

Payee  Name  E-Health  Conference  200B 

Address  1304-2  Carlton  Street 

City  Toronto 

Province/State  ON 

Postal  Code  MSB  1J3 

Country 

II     PAYMENT  DETAILS 

Reason  for  payment  Registration  COACH  Conference  -  Allaudin  Merali 

PO# 

Is  this  a  contract  payment?                    □  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        H  No 

If  this  is  a  contract  payment,  what  is  the  contract  date? 

Number 

Have  goods  /  services  been  received?      □  Yes,  When?                                                    D  No 

Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)           EI  Yes         LI  No 

III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)            (Departments  must  provide  Cc 

impiete  Coding) 

Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if 
applicable 

Total  Payment 

201 

9000 

71115000006 

61030000 

$875.00 

$61.25 

$936,25 

S  Can 

adian  C 

]  U.S.       □  Other  TOTAL 

$875.00 

$61.25 

$936.25 

IV  AUTHORIZATION 

I  confirm  that  the  above  items  have  not  been  prev 

Ol 

isly  paid  and  the  expenses  related  only  to  Capital  Health  business. 

Requisitioned  by  (Print  name)  Trudy  Corrigan 

Phone  #  407-3652 

(Signature)           ^  _  (jf^^JLto  > 

Date  16-Mar-OB 

Approved  by       (Print  name)  Allaudin  Meralj        ^  ^ 

Phone  #  407-3652 

(Signature)  .flUfiySL* 

(late     A  -     d  \  L 

—  — — —  —    ■ — 

Approved  by       (Print  name)  ^/f\ 

Phone # 

(Sign^ulreT^// j  }n 

Date 

AUTHORIZATIONS  SHOUj^TJ  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 

Notes: 

1 )    All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information                                     n  ,mo.  f  m 
2     N\  cheques  and  attachments  will  be  mailed  out  by  Accounting.  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 
3}     Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 
4)     Incomplete/improperly  authorized  payment  requisitions  will  be  return tfpljyithout  processing 

Quote  #ORD5933  APPLICANT  COPY  Page  1  of  1 


e-Heaith  Conference  2DP<6 
1304-2  Carlton  Street 
Toronto  ON  MSB  1J3 
TEL:416-97S-3423 
Fax:416-979- 1144 
E-Mail:  info  @e»healthconference;corn 
Website:  www.e-healthconference.com 


Conference  Reatstrattan  Fees 

BILL  TO:   ALLAUDIN  MERALI  (8543) 

EXECUTIVE  VICE  PRESIDENT  &  CFO 

CAPITAL  HEALTH 

1J2  WMC,  8440-112  STREET 

SHIP  TO:  Same 

EDMONTON  AB  T6G  2B7 

DATE  03/16/2006 
ENTERED: 

SHIPPING  None 
TfPk: 

ENTERED  Aiiaudin  Merali 
BY: 

SHIP  DATE  & 
CONFIRM*: 

Apnpp  DETAILS  „„„--   

CODE  DESCRIPTION 

qTY  PRICE 

DISC  TAX 

AMOUNT 

PRC24664    FU||  Conference:  Member  -  Early  Bird 

i  $875.00 

$6,00  GST 

$875.00 

GST/TPS  Reg  #12450  1529  RT0001 
PST/TVP  Reg  # 

Subtotal: 
GST/HST: 
PST: 
Payments: 

$875.00 
$61.25 
$0.00 

moo 

BALANCE  PUE:  $93j,25 


To  qualify  for  the  advanced  rate,  the  registration  form  and  payment  must  be  received  in  full  by  mail, 
fax,  e-mail,  or  online  no  later  than  March  31,  2006.  Registrations  received  after  March  31,  2006  will  ] 
processed  at  the  regular  fee. 

Cancellations  must  be  received  in  writing  by  fax,  mail  or  email  no  later 

:han  April  14,  2006.  Cancellations  received  by  this  time  will  be  refunded  the  conference  registration 
:ee  less  a  $50.00  [plus  GST]  administration  fee.  Cancellations  received  after  April  14,  2006  will  not 
?e  refunded.  Delegates  may  substitute  an  alternate  attendee, 
Membership  in  COACH  is  individual  and 

s  non-transferrable.  The  membership  rate  cannot  be  extended  to  other  staff  members  within  an 
jrganization. 


^fc  HEALTH 

W2006 


Quote  #ORDS933 
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COACH:  Canada's  Health  Informatics  Associati AFC?lW^l^InlS9 SYalth  Informatics  Association        Page  1  of  2 


|J  privacy  policy  ||||  search  site  |||^  membership  N 


CWftOA'isHEALlH 


COACH  :  '  ^r*  r 

NFORa-wfCS  Association           ,                            .     _lrtJl^1™ir.  t  ,  n^i/i^irr  I  f 
^niiTnnAm  |  ufiirfmhp  p^dEMBERBHQGEAMS  j  PUBLICATIONS  [  mnifsf/l  OmilT  |  L_ 


HOME 


Thursday  March  16,  2006  7:03  am 
H99HII 


REGISTRATION  IS  NOW  OPEN  FOR  THE  2006  E-HEALTH  CONFERENCE. 


Usemame 
I  ~  " 

P  -  ■  

Password 


®mcm  GANAftA'S  HiALTH 
l&8F@Ri«S&TiCS  ASSOCIATION 


Dedicated  to  promoting 
a  clear  understanding 
of  health  informatics 
within  the  Canadian 
health  system  through 
education,  i  nfor  mati  on, 
networking  and 
communication 


§§  0  membership 
m  ^  information 


r^stHEALTH 

*9  2006 


Quick  Links 


m  Candidate  Profiles  (Members  Only) 
"  e-Health  Conference 

*  Nominations  and  Elections  (Members  Oniy) 
"  Patron  Program 

s  Strategic  Plan  2005-2008  (Members  Only) 
K  Genera!  Information  About  COACH 
Position  Posting  Service  (Members  Oniy) 


COACH  News 


COACH  . 

COACH  PATRON 

us 

■"CGI 

CGI  Group  Inc. 

m  E-HEALTH  CONFERENCE  2006 

Mark  your  calendars  now  for  e-Health  2006  e  ...  FOR  EVERYONE.  More  information 
here,.. 


CAN AD J 
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JPL^  Capital 
mJ^-z  Health 


APPLICANT  COPY 


Payment  Requisition 


Accounting  Services 
10th  Floor,  Norm  fpwer  GHC 
10036-107 St. 
Edmonton,  Alberta  T5J  3E4 


PAYEE  INFORMATION  (Check  one  only)  S  Vendor        □  Patient         □  Employee  (EE  number 


invoice  Date  16-Mar-06  (DD-MMM-YY) 


Vendor  Number  (or  S.LN.) 


Invoice  Number 


Payee  Name  E-Health  Conference  2006 


Address  1304-2  Carlton  Street 


Province/State  ON 


Postal  Code  MSB  1J3 


City  Toronto 


Country 


n     PAYMENT  DETAILS 


Reason  for  payment  Registration  COACH  Conference  -  Aliaudin  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  No 


If  this  ?s  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  service? 


Are  original  attachmeif 


^-<wed?      □  Yes,  When? 


□  No 


EXPENSE  CODf 


Bai  Unit 
e.g.  201 


201 


Location 
e.g.  900O 


9000 


^  Yes 


□  No 


(Departments  must  provide  Complete  Coding) 


S  Canadian 


□  U.S. 


□  Other 


7 


J? 

Expense 
Sub-Total 

GST  if 
applicable 

Totai  Payment 

$875.00 

$61.25 

$936.25 

OTAL 

$875.00 

$61.25 

$936.25 

IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only,  to  Capital  Healthiness 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Approved  by       (Print  name)  Allaudin  Merali 


(Signature) 


Approved  by       (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  16-Mar-06 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIONING  AUTHORITY  POUCY  NUMBER  FINANCE  4.1 


3     Fullv  completed  payment  requisitions  received  in  Accounting  Services  by  monuat,  <kuu  p.m.     u  p 

4)    incoS'inipTOperly  authorized  payment  requisitions  will  be  returrggwithout  processing  


Capital 
H~==  Health 


APPLICANT  COPY  vWaVu  2^°^ 
Payment  Requisition  


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


[     PAYEE  INFORMATION  (Check  one  only)  H  Vendor        □  Patient         □  Employee  (EE  number 

Invoice  Number     0Cf)S^3  3 


Invoice  Date  16-Mar-06  (DD-MMM-YY) 


Vendor  Number  (or  SIN.)  ^]^\  1  \ 
Address  1304-2  Carlton  Street 


Payee  Name  E-Health  Conference  2006 


Province/State  ON 


Postal  Code  MSB  1J3 


City  Toronto 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Registration  COACH  Conference  -  Aifaudin  Merali 


PO# 


Is  thss  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if not  previously  forwarded)  No 


if  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  Yes         D  Mo 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Sal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Canadian 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


61030000 


□  U.S. 


□  Other 


TOTAL 


Expense 
Sub-Total 


$875.00 


$875.00 


GST  if 
applicable 


$61.25 


$61.25 


Total  Payment 


$936.25 


$936.25 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Approved  by        (Print  name) 


(Signature) 


Approved  by       (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  16-Mar-06 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes' 

3  aKs^ 

3     Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  wll  be  processed  that  week. 

4)    incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing   

 _  — ^  —  — — 29-  —  "  _  ~ 
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^  Capital 
~-  Health 


APPLICANT  COPY  vWavu 
Payment  Requisition 


Accounting  Services 
10tb  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


PAYEE  INFORMATION  (Check  one  only) 


[S  Vendor        □  Patient         □  Employee  (EE  number  ) 


Invoice  Date  16-Mar-06  (DD-MMM-YY) 


Vendor  Number  (or  SJ.N.)  *~)  \ 


Invoice  Number     0^»{)  S °l^>  3 


Payee  Name  E-Health  Conference  2006 


Address  1 304-2  Carlton  Street 


Province/State  ON 


Postal  Code  MSB  1J3 


City  Toronto 


Country 


If     PAYMENT  DETAILS 


Reason  for  payment  Registration  COACH  Conference  -  Allaudin  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if not  previously  forwarded)  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


M    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


[X]  Canadian 


□  U.S. 


Account 
e.g.  69500001 


61030000 


Expense 
Sub-Total 


$875.00 


GST  if 
applicable 


$61,25 


□  Other 


TOTAL  !  $875.00 


$61,25 


Tola!  Payment 


$936.25 


$936,25 


W  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Approved  by       (Print  name)  Allaudin  Merali 


fin  Mara  I i  v/ 


(Signature) 


Approved  by       (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  16-Mar-06 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes:  .  , 

1 )    Al!  employee  payments  will  be  made  electronically  based  on  payroll  banking  information.  jQ„arfmo„te  w  maiiinn 

2  A  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pu  ed  and  turned  to  departments  for  mailing. 

3  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  w,ll  be  processed  that  week. 

4)     incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  ______ 

_  —  -go —  —  — 


April  2005 


.Quote  #C)RD5933 


APPLICANT  COPY 


Paee  2  of ^ 
Page  1  of 


Corrigan^¥fudy 

From:    e-Health  Conference  2006  [info@e-healthconference.com] 
Sent:      Thursday,  March  16,  2006  7:12  AM 
To:        Merali,  Allaudin 

Subject:  e-Health  Conference  2006  Invoice  -  Order#5933 


e-Health  Conference  2006 
1304-2  Carlton  Street 
Toronto  ON  MSB  1J3 
TEL:  416-979-3423 
Fax: 4 16-979- 1144 
E»Mail:info@e~healthconference.com 
Website:  www.e-healthconference.com 

Quote  #ORD5933 


Conference  Registration  Fees 

BILL  TO:  ALLAUDIN  MERALI  (8543) 

EXECUTIVE  VICE  PRESIDENT  &  CFO 

CAPITAL  HEALTH 

1J2  WMC,  8440-112  STREET 

SHIP  TO:  Same 

EDMONTON  AB  T6G  2B7 

DATE  03/16/2006 
ENTERED: 

SHIPPING  None 
TYPE: 

ENTERED  Allaudin  Merali 
BY: 

SHIP  DATE  & 
CONFIRM#: 

ORDER  DETAILS   1 

CODE  DESCRIPTION 

QTY  PRICE 

DISC  TAX 

AMOUNT 

>RC24664    pu||  Conference:  Member  -  Early  Bird 

1  $875.00 

$0.00  GST 

$875.00 

BST/TPS  Reg  #12450  1529  RT0001 
>ST/TVP  Reg  # 

Subtotal: 
GST/ H  ST: 

$875.00 
$61.25 

PST:  $0.00 
Payments:  $0.00 


 BALANCE  DUE:  $936.25 

o  qualify  for  the  advanced  rate,  the  registration  form  and  payment  must  be  received  in  full  by  mail, 
ix,  e-mail,  or  online  no  later  than  March  31,  2006.  Registrations  received  after  March  31,  2006  will  be 
ocessed  at  the  regular  fee. 


snceJIations  must  be  received  in  writing  by  fax,  mail  or  email  no  later 

an  April  14,  2006.  Cancellations  received  by  this  time  will  be  refunded  the  conference  registration 
2  less  a  $50.00  [plus  GST]  administration  fee.  Cancellations  received  after  April  14.  2006  will  not 
refunded.  Delegates  may  substitute  an  alternate  attendee, 
imbershsp  in  COACH  is  individual  and 
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Jl 


REGISTRATION  SS  NOW  OPEN  FOR  THE  2006  E-HEALTH  CONFERENCE. 


dOHCHfl  CANADA'S  HEALTH 
HgF0ftgftATH?$  ASSOCIATION 


Dedicated  to  promoting 
a  dear  understanding 
of  health  informatics 
within  the  Canadian 
health  system  through 
education,  i  nfor  m  ati  on, 
networking  and 
1/  communication 


COACH 

COACH  PATRON 

warn-  CGI 

CGI  Group  Inc. 

GATEWAY  LOGI 

Username 

i  

Password 


f  ■  i|  O  membership 
MS  information 


00  2006 


Quick  Links 


1  Candidate  Profiles  (Members  Only) 
1  e-Heaith  Conference 

'  Nominations  and  Elections  (Members  Only) 
1  Patron  Program 

i  strategic  Plan  2005-2008  (Members  Only) 

1  General  Information  About  COACH 

'  Position  Posting  Service  (Members  Only) 


COACH  News 


e-HEALTH  Ch^FFHEMCE  2006 

Mark  your  calendars  now  for  e-Health  2006  e  „.  FOR  EVERYONE.  More  information 


here,.. 


I  ■  ^  A:  ,  r  f4 


32 


Mr===  Capital 
Ss=3  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


J      PAYEE  INFORMATION  (Check  one  only) 


S  Vendor        □  Patient         □  Employee  (EE  number 


invoice  Date  3-Apr-06  (DD-MMM-YY) 


Vendor  Number  (or  S.I.N.) 


Invoice  Number 


Payee  Name  Alberta  Venture 


Address  201, 10350-124  Street  Nw 


Province/State  AB 


Postal  Code  T5N9Z9 


City  Edmonton 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Subscription  Renewal 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        El  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


{Zf  No 


Have  goods  /  services  been  received?      □  Yes,  When? 


Are  original  attachments  to  be  marled  with  cheque?  (Note  2) 


S  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


66040000 


Expense 
Sub-Total 


$30.00 


GST  if 
applicable 


s¥ED 


Total  Payment 


$30.00 


?  2008 


AOGOUNTS 


PAYABLE 


S  Canadian 


□  U.S. 


□  Other 


TOTAL 


$30.00 


$30.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Phone  #  407-3652 


Date  3-Apr-06 


J 


Approved  by       (Print  name)  AHaudin  Merati 


(Signature) 


din  Merafi 


Phone  #  407-3652 


Date 


Approved  by       (Print  name) 


Phone  # 


(Signature) 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


as 


April  2005 
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YES! 


Renew  my 
subscription 
for  the 

following  term: 


517   P  838557  2006/06 
ALLAUDJN  MERALJ 
EXEC.  VP  &  CFO 
CAPITAL  HEALTH  AUTHORITY 
1J2  WMC  8440  112  STREET 
EDMONTON  AB  T6G  2B7 


APPLICA 


AlbertaVenture 


Our  Business.OurBest 


[^Two-year  Executive  Service  Plan  (22  issues)  -  $30.00* 

□  One-year  Executive  Service  Plan  (12  issues)  -  $1 5.00* 

□  Regular  one-year  subscription  (10  issues)  -  $15.00* 

□  U.S.  orders  -  $37,50/year;  International  orders  -  $54.00/year 

*We  pay  the  GST  when  you  intiude  payment  with  your  order..  GST  #87345-4684 


Payment  enclosed  O  VISA  O 
Cand.#  „  ,    


MC  O  Bill  me  O 
Exp  Date  ^  


Cardholder  Name  — 
Signature   


Occasionally,  Alberta  Venture  makes  its  names  and  addresses  available  to  carefully  screened  organizations  that  want  to  let  you  know  about  a  product  or 
the  adjacent  boxes  if  you  donol  want  this  information  released.        [   J  E-mail     [    ]  Mailing  information 


Effort  1 

that  might  interest  you.  Please  check 


Detach  and  return  top  portion  with  your  payment 

Your  subscription  is  about  to  expire! 

This  is  your  best  savings  renewal  offer  so  RENEW  TODAY! 

This  offer  won't  last!  Renew  today  and  you  will  receive  two  years  for  $30.00*  or  one  year  for  $1 5.00*!  That's  a  savinqs  of  65% 
off  the  cover  price! 

Take  advantage  of  our  Executive  Service  Plan,  a  convenient  option  to  renewing  your  subscription.  You  will  receive  two  free 
issues  and,  instead  of  receiving  renewal  notices  at  the  end  of  your  subscription,  it  will  be  automatically  renewed  and  we  will  bill 
you  for  the  cost.  It's  so  simple! 

Coming  up  in  Alberta  Venture: 

Most  Respected  Corporations 

For  the  last  six  years,  Alberta  Venture  magazine  has  conducted  a  province-wide  poll  to  identify  which  corporations  and 
individuals  are  perceived  to  have  leading  business  practices  in  six  different  areas  of  expertise,  and  through  those  practices, 
have  earned  the  respect  of  their  peers.  Read  all  about  Alberta's  Most  Respected  Corporations  in  our  May  issue  of  Alberta  ' 
Venture  magazine. 

The  Management  Guide 

Strategizing  around  Alberta's  labour  shortage?  Are  employer  branding  and  employee  retention  hot  issues  for  your  company? 
Or,  are  you  interested  in  expanding  your  market  reach  and  growing  your  company.  Look  forward  to  learning  about  the  latest 
trends  in  management  and  leadership  in  the  June  2006  issue. 

BONUS  PUBLICATIONS 

As  a  subscriber,  you  will  also  receive  a  complimentary  copy  of  FORE!  The  Ultimate  Guide  to  Golf  in  Alberta  and  B.C  (April 
2006)  and  The  Money  Book,  Alberta's  comprehensive  guide  to  business  financing  (October  2006). 

RENEW  BEFORE  APRIL  30,  2006  TO  RECEIVE  THIS  SPECIAL  RATE! 

Fill  in  the  form  above  and  mail  it  to  us  using  the  enclosed  postage-paid  envelope.  Or,  if  you  prefer,  you  can  fax  it  in  to  us  at 
780^25-4921. 

Sincerely, 


2=  PRESIDED  " 


PR  0  3  2001 


BEST  RENEWAL 
OFFER! 


If  you  have  already  submitted  your  renewal, 
please  disregard  this  notice 


3" 

Esme  Friesen 
Circulation  Coordinator 

PS  -  Remember,  this  rate  will  not  last.  Renew  today  to  ensure  you  receive  the  best  renewal  offer  available! 

201-10350  124  Street  NW  .  Edmonton  -  ALberta  .  T5N  3V9  .  Canada 
Toll-free:  1-866-227-4276  .  Fax:1-780-425-4921  .  E-mail:  circuLationfi.aLbertaventure.com  •  Webrwww.aLbertaventure.com 


capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


I3  Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  12- Apr-06  (DD-MMM-YY) 


Invoice  Number  1000136580 


Vendor  Number  (or  S.I.N.)  14624 


Payee  Name  Institute  Of  Chartered  Accountants  Of  Alberta 


Address  580  Manuiife  Place,  10180-101  Street 


City  Edmonton 


Province/State  AB 


Postal  Code  T5J4R2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  2006  Membership  Dues-  Allaudin  Merali 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        £3  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


El  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


66020000 


$965-00 


$67.55 


$1,032.55 


Capital  nmm 


hlEim  /•?.£;-.  ffiigSg  p 


iH  $:F«i??  ^Hs^  Ife.vS  i 


APR  !  9  2106 


ACCOUNTS 
— PAYABLE — 


Canadian 


□  U.S. 


□  Other 


TOTAL  $965.00 


$67.55 


$1,032.55 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  12-Apr-06 


Approved  by       (Print  name}  Allaudin  Merali 


Phone  #  407-3652 


(Signature, 


Date 


Approved  by       (Print  name)  ^t)^J  ^    QJ^Q-th^rj  \  I 


Phone  # 


!  FINANCE  4.1 


(Signature) 


AUTHORIZATIONS  SHOULD  BB1N  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINAN 


Notes: 

1 )  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2005 
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Institute  of  Chartered  Accountants  of  Alberta 
580  Manulire  Place 
10180-101  Street 
Edmonton  AB  T5J  4R2 


APPLICANT  COPY 


Edmonton  (7S0)  424-7591;  Toil  Free  1-800-232-9406 
Fax  (780)  425-S766 
Website:  www.icaa.ab.ca 


111111 


2006/2007  Member  Fees 

G.ST.  REG#  R107508533 

Member  #;  14624 
Invoice*:  1000136580 


A.S.  MERALI,  CA 


s.17(1),  17(4)(g)(i) 


CICA  (Paid  to  Alberta) 

JCAA  (Resident) 

TOTAL  MEMBERSHIP  DUES: 


$425.00 
$540.00 


$965.00 


GST  $67.55 


DUE  DATE:  APRIL  1  -  61  days  to  pay  without  penalty 
LATE  PAYMENT  PENALTY  IS  5%  PER  MONTH 

TOTAL  AMOUNT  DUE                                          \     $1 , 032.55 1 

Amount  payable  June  1  -  June  30 

$1,084.18 

Amount  payable  July  1  -  July  31 

$1,135.81 

Amount  payable  Aug.  1  ™  Aug.  31 

$1,187.43 

FINAL  PAYMENT  DEADLINE:  AUGUST  31 

Automatic  suspension  and  publication  if  not  paid  by  Aug.  31 

INCOME  TAX  RECEIPT  REQUIRED:    i  □  No     ^  Yes  !  □  Full  Amount     □  CAEF  Only    □  Other  amt  (specify)  4 

A.  MEMBER  DECLARATION  -  TO  BE  COMPLETED,  SIGNED  AND  RETURNED  WITH  APPROPRIATE  PAYMENT  BY  MAY  31  - 

My  billing  status  is  unchanged  from  that  indicated  above.  My  fees  are  enclosed  (if  applicable). 

□ 

My  billing  status  Is  changed 
CHANGED  CICA  OR  II 

from  that  indicated  above  (proceed  to  sections  B  &  C  below  -  refer  to  information  provided  on  reverse) 

CAA  FEES     COMPLETE  BELOW  ■     ;  DC!-;.  \";     ■  X^_::\r-^^ 

CICA  fees  change: 

□ 

CICA  fees  are  deducted;  they  are  now  paid  to  the                                                        provincial  Institute. 

□ 

CICA  fees  are  added,  I  wish  to  pay  this  fee  through  the  Alberta  Institute: 

ICAA  fees  change: 

□ 

Non-resident  fees  are  included  (and  resident  fees  deducted)  since  I  no  longer  reside  in  Alberta  and  lama  member  of  another  provincial  Institute 
or  a  recognized  foreign  accounting  organization. 

□ 

Resident  fees  are  included  (and  non-resident  fees  deducted)  since  I  now  reside  in  AJberta  or  I  am  no  longer  eligible  for  non-resident  fees. 

C;   FEES  REDUCTION  (INITIAL  APPLICATION  OR  CHANGE)  -  CHECK  ONLY  ONE  BOX  BELOW  | 

Active  earnings  criteria:  Member  is  not  gainfully  employed  such  that  earnings  from  all  types  of  employment  or  business  do  not  [ 
exceed  $20,000  (or  $20,000  plus  annual  tuition  if  enrolled  in  full-time  university  education).  | 

□ 

I  declare  that  I  meet  the  active  earnings  criteria  (above).  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by  50%,  adjusted  GST  and  remitted 
accordingly.  I 

□ 

I  declare  that  I  meet  the  active  earnings  criteria  (above)  AND  my  age  plus  years  of  CA  membership  in  a  recognized  accounting  organization 
equals  90  or  more.  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by  75%,  adjusted  GST  and  remitted  accordingly. 

□ 

I  declare  that  I  meet  the  active  earnings  criteria  (above)  AND  my  age  is  70  or  more  years.  I  have  reduced  my  ICAA  &  CICA  Tee  amounts  by 
100%. 

□ 

I  declare  that  I  meet  the  active  earnings  criteria  (above)  due  to  long  term  health  problems.  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by 
100%. 

□ 

I  no  longer  meet  the  active  earnings  criteria  for  a  reduction  in  fees,  my  membership  registration  should  return  to  my  former  fee  paying  rate.  I 
have  removed  the  reduction  granted  me  and  enclose  the  full  ICAA  &  CICA  fee  amounts  along  with  the  appropriate  GST. 

 4 

Member  signature  m\ 

REM1 

^fftNCE  COPY  -  RETURN  WITH  YOUR  PAYMENT 
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APPLICANT  COPY 


Allaudin  Shivji  MERALI,  CA 

1.     CURRENT  CONTACT  DETAILS 


MEMBERSHIP  DETAILS 


i 


Member*  14624 


The  details  displayed  in  the  "Current  Contact  Information"  below  were  extracted  from  the  Institute's  current  database  records.  Please 
clearly  print  any  changes  to  your  contact  information  in  the  "Updated  Contact  Information"  below. 


CURRENT  CONTACT  INFORMATION 


UPDATED  CONTACT  INFORMATION 


HOME: 

HOME  DETAILS  TO  BE  UPDATED: 

Home  Address: 

s.l7(l),  17(4)(g)(i) 

Home  Address: 

Home  City,  Prov,: 

Home  City,  Prov.: 

Home  Postal  Cd: 

Home  Postal  Cd: 

Home  Phone: 

Home  Phone: 

Home  E-Mail: 

Home  E-Mail: 

Home  Fax: 

Home  Fax: 

Home  Cell: 

Home  Cell: 

BUSINESS: 

BUSINESS  DETAILS  TO  BE  UPDATED: 

Employer  Name: 

Capital  Health  Authority 
1J2  WMC 

University  of  Alberta  Hospital 
8440-112  Street 

Edmonton.  AB 

Employer  Name: 

Business  Address: 

Business  Address: 

Bus.  City,  Prov.: 

Bus.  City,  Prov.: 

Bus.  Postal  Code: 

T6G  2B7 
(780)  407-7556 

(780)  407-3725 
(780)  407-7556 

Bus.  Postal  Code: 

General  Phone: 

General  Phone: 

Genera]  Fax: 

General  Fax: 

General  E-Mail: 

General  E-Mail: 

Direct  Phone: 

Direct  Phone: 

Direct  Fax: 

Direct  Fax: 

Direct  E-Mail: 

Direct  E-Mail: 

&  TA&fb  XT®  C$ACK  -c<* 

Position/Title: 

Position/Title: 

tS^tuKV  fox  ?<to;JLLvJr  A  ^fO 

Seniority  Level: 

(see  chart  on  reverse) 

Seniority  Level: 

(see  chart  on  reverse) 

Sector/Subsector: 
(see  chart  on  reverse) 

Sector 

Subsector 

Sector/Subsector: 
(see  chart  on  reverse) 

Sector 

Subsector 

2.     MAIL  PREFERENCES 

Please  check  your  current  mail  preferences.  If  you  wish  to  alter  your  preference,  please  check  {V)  ttie  appropriate  box  in  the  right-hand 
column.  For  more  details  on  the  types  of  mailings  listed  below,  please  see  the  schedule  on  the  last  page. 


WAIL  l*R¥FE1t^6IS^  of  mail  preferences! 

ill  -.   „. ., siii....M.. BLBlftfifeSt^wi ....  (iiiiiilifci  ■  _  _  m. 

CURRENT  MAIL  PREFERENCES: 


Mail  1"yr*tf>- 


Current  Preferences: 


MAIL  PREFERENCES  TO  BE  UPDATED: 


Distribution  Method: 

(Select  one  only) 


Preferred: 

(Select  one  only) 


Sup  pi 


Catalog 


Post  -  Home 


Courier/Freight  Delivery 


CPE  Confirmation 
^neral  Correspondence 


^^^iiing  Package 
plication 


Sl^PVInvoice 
t^tMembe 

iff 


oer  Notices 


Post  -  Home 


Post  -  Home 


□  Fax 


Post  -  Home 


Post  -  Home 


Post  -  Home 


Post  -  Home 


Post  -  Home 


SUPRESSED 
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□  Post 


□  Post 


□  Post 


□  Post 


□  Post 


□  Post 


□  Post 


□  Post 


□  Home 


□  Home 


□  E-mail 


□  E-mail 


□  E-mail 


□  E-mail 


□  Home 


^  Bus. 


□  s 


.Bus. 


n/a 


Bus, 


□  Home  ^-Bus 


□  Home 


□  Home 


□  Home 


^3>Bus. 
"p-3us. 


Bus. 


□  Bus. 


n/a 


n/a 


□  s 


□  s 


n/a 


□  Bus. 


n/a 


□  s 


Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


i      PAYEE  INFORMATION  (Check  one  only) 


El  Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  18-Apr-06  (DD-MMM-YY) 


Invoice  Number 


Vendor  Number  (or  SIN.) 


Payee  Name  Internation  Health  Economics  Association 


Address  51  Diana  Drive 


City  Hammonds  Plain 


Province/State  NS 


Postal  Code  B4B  1M4 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Membership  Renewal  -  SHE  A  -  Allaudin  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded) 


No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


act  da 
0Ye 


Number 


Have  goods  /  services  been  received? 


Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


7115000006 


66020000 


$65-00 


$65.00 


Capital  HeaHh' 


APR  2- 1  2008 


ACCOUNT! 
PAYABLE 


□  Canadian 


□  Other 


TOTAL 


$65.00 


$65.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  18-Apr-06 


App  roved  by       (Print  nameJAIIaudin  Merali 


ime)  Allaudin  Merali  ,  ^ 


Phone  #  407-3652 


(Signature) 


DateO 


Approved  by       (Print  name) 


Phone # 


(Signature) 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  AJI  cheques  and  attachments  win  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  In  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  wilt  be  returned  without  processing 
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iHEA  |  2006  Membership  &  Journal  Registration 

APPLICANT  COPY 


Page  1  of; 


2006  Registration  Form 


mm 


June  4  ~,  2006 

f  ..Madison 


Instructions 


 Pay  by  cheque  

To  pay  by  cheque,  print  two  copies  of  this  page  (one  for 
your  records)  and  include  one  copy  with  your  cheque 
which  should  be  mailed  promptly.  The  member's  name 
and  confirmation  number  should  be  written  on  the  cheque. 
Failure  to  do  so  may  result  in  your  payment  not  being 
credited  to  your  membership.  Memberships,  journal 
subscriptions  and  conference  registrations  are  not  final 
untif  payment  is  received  and  cleared  fin  particular  journal 
subscriptions  will  not  be  submitted  to  the  publishers  until 
payment  is  cleared).  Payment  must  reach  iHEA  within  6 
weeks;  failure  to  do  so  may  result  in  additional  charges  or 
cancellation  of  your  order. 


 Pay  by  bank  transfer  

Please  ensure  that  you  include  your  confirmation  number 
and  other  contact  details  when  arranging  your  bank 
transfer.  Failure  to  do  so  may  result  in  your  payment  not 
being  credited  to  your  membership.  Note  that  you  must 
assume  ALL  related  bank  transfer  charges.  Memberships, 
journal  subscriptions  and  conference  registrations  are  not 
final  until  payment  is  received  and  cleared  (journal 
subscriptions  will  not  be  submitted  to  the  publishers  until 
payment  is  cleared).  Payment  must  reach  iHEA  within  6 
weeks.  Failure  to  do  so  may  result  in  additional  charges  or 
cancellation  of  your  order. 


iHEA  Banking  Details 
Bank  #003 
Account  #4002887 
Transit  #02382 
Swift  Code:  ROYCCAT2 

Royal  Bank  of  Canada 
65  Princess  Street 
Kingston  ON  K7L  1A6 
Canada 


Print  This  Page 


To  complete  and  confirm  your  membership  (including  any  journal  subscriptions),  you  must  follow 
these  instructions  or  there  will  be  delays  in  processing. 

Cheque  to  the  address  listed  below: Cheque  to  the  address  listed  below:Cheque  to  the  address  listCheque 

to  the  address  listed  below: 


Name 

Allaudin  Merali 


Event 

Individual  Membership    (2006Jan01  -  2006Dec31) 


USD 

$65.00 


Total  $65.00 


Make  Cheque  payable  to: 


Please  mail  Cheque  to: 


Confirmation  number: 


International  Health  Economics  Association 
iHEA 
51  Diana  Drive 
Hammonds  Plains,  NS  B4B  1M4 
Canada 

3008027 
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https  ://securex-registemowxo 


4/18/2006 


APPLICANT  COPY 


Corrigan,  Trudy 


From: 

Sent: 

To: 

Subject: 


registration@healtheconomics.org 
Tuesday,  April  18,  2006  2:51  PM 
Merali,  Allaudin 

Registration  Form  3008027  (MAIL) 


International  Health  Economics  Association  Registration  Form 

Pending  By-Mail  Payment  Registration:  Ref:  3008027  Date  of  Registration:  04:50  PM  Tue,  Apr  18, 
2006 


Total  amount  being  received  by  :  $    65.00  USD 


Registrant  for  Individual  Membership  (2006Jan01  -2006Dec31) 
Item  charge:  $65.00  USD 
Name:  Allaudin  Merali 
Email:  amerali@cha.ab.ca 


Title:  Mr. 
Degree(s): 

Current  Position:  Executive  VP  &  CFO 

Organization:  Capital  Health 

Department:  Finance  &  Administration 

Street  Address/PO  Box:  1J2  WMC,  8440-112  Street 

City:  Edmonton 

Province/State  :  AB 

Postal  Code/Zip  Code:  T6G  2B7 

Region/Country:  Canada 

Telephone  (Include  Country  Code):  780-407-3652 
Fax  (Include  Country  Code):  780-407-7556 
Web  Page  Address: 
Keywords: 

Listing  in  online  directory:  Phone/Fax-Email 


Sub-total 


:  $    65.00  USD 


Capital 
=WHealth 


APPLICANT  COPY 


Payment  Requisition 


Accounting  Services 
10tb  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


PAYEE  INFORMATION  (Check  one  only) 


S  Vendor 


□  Patient 


□  Employee  (EE  number 


Invoice  Date  27-Apr-06  (DD-MMM-YY) 


Invoice  Number  7040222 


Vendor  Number  (or  S.I.N.) 


Payee  Name  Hfma  (  Healthcare  Financial  Management  Assoc  J 


Address  P.O.  Box  4237 


City  Carol  Stream 


Province/State  IL 


Postal  Code  60197-4237 


Country  Usa 


PAYMENT  DETAILS 


Reason  for  payment  Membership  Renewal  -  AJIaudi  Me  rati 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        E  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


IS  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


IV  AUTHORIZATION 


US 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  27-Apr-06 


Approved  by       (Print  name)  Allaudin  Meraii 


Phone  #  407-3652 


(Signature, 


Date 


Approvea  by       (Print  name) 


Phone # 


(Signature) 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1 )  Ail  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  Ail  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  wiil  be  returned  without  processing 
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April  2005 
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APPLICANT  COPY 


MEMBERSHIP  PERIOD: 

JUNE  1, 2006,  THROUGH  MAY  31, 2007, 


FOUR  EASY  WAYS  TO  HAKV.  PAYMH^T! 

^  Visit  us  online  at  wvnu.hjma.QTg/renew  to  pay 
via  Credit  dafrijv 

^  Mail  the  lower  portion  of  this  invoice  with  payment 
Tjs|Eg;fl!ie  ^netosecl  b^sirtess  reply  eftveliope  i& 
HFMA,  R0  ;  Box  42^7,  Carol  Stream,  1.L  60197-4337. 

8S  Fax  this  invoice  with  your  credit  card  information 
to  (708)  531-0665. 

ft!  Call  us  at  (800)  252^4^62,  extension  2,.  to  pay 
via  credit  card. 

QUE5TE0NS? 

Call  (800)  253-4363,  extension  2,,  or  send  an  e-mail 
to  membeir$erw£e$@hfm,a.org: 

Turn  this  page  over  and  make  any  changes  to  your  per- 
sonal information  on  the  bottom  section  of  the  form. 


This  invoice  reflects  payments  processed  through  April  12, 2006. 
Invoice  Number  7040322 

PERSONAL  INFORMATION 

Mr.  Allaudin  Merali 
1J2WMC  8440 -112  Street 
Edmonton,  Alberta  T6G2B7  Canada 


Home  Telephone 
Business  Telephone 
Business  Fax 
E-mail 


(780)407-3653 
(780)  407-7556 
amerali@cha,  ab,  ca 


lEMBE^SHIF  INFORMATION 


Organization  Code 
Position 
Function 
Chapter  Code 


Hospital... 

CF0.„ 

Finance 

997  -  Foreign  Members 


separate  at  perforati  on 

^audln  Merali 


Invoice  Number 


7040222 


07INV2 


$85  $  , ' 
18$ 


HFMA  Membership  JJjies  $  ,  '- 

0urie  1,  2006— May  3i,  2007) 
Forum  Subscription  (optional) 

Healthcare  Compliance 

W$         :'  /  ; 

Managed  Care 
Newsletters  (optional) 
Executive  Insights 

Managing  the  Margin 

Revenue  Cycle  Strategist 

S0^0^€hain:  SoiatipM 

IbM<M«?^  above)  t%l!&Sr&& 

Note:  Memberships  are  individual. and  do.  not  apply  to  organizations. 
Membersixips,  even  those  paid  by  employers,  are  non-transferable.  Annual 
regular  membership  includes  a  $3o  allocation  to  Healthcare  Financial 
Management  HFMAi's  of ficial  magazine.  It  is  not  deductible  from  thedues. 


$91 


$99  $_ 


PAYMENT  METHOD 

^Personal  Check  or  Company  Check 

(Make  payable  to  HFMA.) 

□  Credit  Card 

□  Visa     □  MasterCard     □  Discover      □  AMEX 

Card  Number  Exp.  Date 

Cardholder 's  Name 
Cardholder's  Signature 

I  affirm  that  the  information  I  have  given  is  true  to 
the  best  of  my  knowledge  and  I  agree  to  abide  by  the 
HFMA  Code  of  Ethics  and  the  Constitution  and 
Bylaws  qf  the  Association. 


Signature 


Jate 


70MQ222      Q32TD0  032100 


^=^=  Capital 
Hir=  Health 


Accounting  Services 
10m  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


Invoice  Date  27-Apr-06  (DD-MMM-YY) 


Vendor  Number  (or  S.LN.) 


Address  P.O.  Box 4237 


Invoice  Number  7040222 


Payee  Name  Hfma  (Healthcare  Financial  Management  Assoc) 


Province/State  IL 


II     PAYMENT  DETAILS 


Postal  Code  60197-4237 


City  Carol  Stream 


Country  Usa 


Reason  for  payment  Membership  Renewal  -  Allaudi  Merali 


Is  this  a  contract  payment? 


PO# 


□  Yes  (Attach  copy  of contract  if not  previously  forwarded)        ^  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Have  goods  /  services  been  received?      □  Yes,  When? 


Number 


0^ No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  ^  Yes         □  No 


HI    EXPENSECODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Compete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


□  Canadian 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


66020000 


M  U.S. 


Expense 
Sub-Total 


$329.00 


— Oapital  l  la  ^  .n — 

RECEIVED 


GST  if 
applicable 


Total  Payment 


$329.00 


MAYO  1  -BBS 


ACCOUNTS* 
— PA&AB 


□  Other 


TOTAL 


IV  AUTHORIZATION 


$329.00 


"CCS" 


$329.00 


US 


I  confirm  that  the  above  Items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Approved  by 


(Print  name)^Aflaudin  Merali 

(Signal 


Approved  by       (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  27-Apr-06 


Phone  #  407-3652 


Date 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


ll     ah  ^P,0yBe  P!?Tn?  Wi".be  ^de  eiectron>ca"y  based  on  payroll  banking  information 

4)    Incomplete/improperly  authorized  payment  requisitions  will  be  returned  withourproceTsing 

"  43  — 


April  2005 


r 


FOUR  EASY  WAYS  TO  MAKE  PAYMENT! 

^  Visit  us  online  at  wvnv.hfma.org/renew  to  pay 
via  credit  card. 

^  Mail  the  lower  portion  of  this  invoice  with  payment 
using  the  enclosed  business  reply  envelope  to 
HFMA,  P.O.  Box  4^7,  Carol  Stream,  IL  60197-4337. 

S  Fax  this  invoice  with  your  credit  card  information 
to  (708)  531-0665, 

^  Callus  at  (800)  352-4363,  extension  2,  to  pay 
via  credit  card. 

QUESTIONS? 

Call  (800)  252  4362,  extension  2,  or  send  an  e-mail 
to  members ervices@hfma. orgr 

CHANGES  IN  IMFQRMATION? 

Turn  this  page  over  and  make  any  changes  to  your  per- 
sonal information  on  the  bottom  section  of  the  form. 


This  invoice  reflects  payments  processed  through  April  13, 3006. 
Invoice  Number  7040222 
PERSONAL  INFORMATION 

Mr.AHaudin  Merali 
1J2  WMC  8440-112  Street 
Edmonton,  Alberta  T6G2B7  Canada 


Home  Telephone 
Business  Telephone 
Business  Fax 
E-mail 


(780)  407-3652 
(780)  407-7556 
amerali@cha .  ab .  ca 


MEMBERSHIP  INFORMATION 

Hospital... 
CFO,.. 
Finance 

997  -  Foreign  Members 


Organization  Code 
Position 
Function 
Chapter  Code 


separate  ai perfi oration  : 

Allaudin  Merali 

HFStA  Menihersliip  Dues 

(June  1,  2  006^  May  Si  ,  2007)    .  : 
Forum  Subscription  (optional) 
CFO  %o 

Healthcare  Compliance  $85 

PFS     .     ^  .  "  $80 

Managed  Care  $75 
Newsletters  (optional) 

Executive  Insights  $91 

Managing  the  Margin  $  94 

Revenue  Cycle  Strategist  $99 

Supply  Chain  Solutions  $3o 
Total  (add  all  lines  above) 


Invoice  Number 


239.00 


90.00 


Note:  Memberships  are  individual  and  do  not  apply  to  organizations. 
Memberships,  even  those  paid,  by  employers,  are  non- transferable.  Annn: 
regular  meiobership  includes  a  ?3o  allocation  to  Healthcare  Financial 
Management,  HFMA's  official  magazine.  It  is  not  deductible  from  the  dues, 


7040222 


07INV2 


PAYMENT  METHOD 

t^P^r^onal  Check  or  Company  Check 

(Make  payable  to  HFMA.) 

□  Credit  Card 

□  Visa     □  MasterCard     □  Discover  DAMEX 

Card  Number  Ezp.  Date 

Cardholder's  Name 


Cardholder's  Signature 

1  affirm  that  the  information  I  have  given  is  true  to 
the  best  of  my  knowledge  and  I  agree  to  abide  by  the 
HFMA  Code  of  Ethics  and  the  Constitution  and 

sure  Date 


/^/^  Signature 

7040522 


□32^00 


D321DD 


*  Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor        □  Patient         □  Employee  (EE  number 


Invoice  Date  22-May-06  (DD-MMM-YY) 


Vendor  Number  (or  S.I.N,) 


Invoice  Number  1200037016 


Payee  Name  HIMSS 


Address  Membership,  6901  Eagle  Way, 


City  Chicago 


Province/State  IL 


Postal  Code  60678-1690 


Country  USA 


It     PAYMENT  DETAILS 


Reason  for  payment  Membership  Renewal  -  Allaudin  Merali,  Member  #00000901 0372       PO  # 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        EI  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


llf    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Total  Payment 


210 


9000 


71115000006 


66020000 


$140.00 


Capital  Health 

RECEIVEI 


MAY  3  i  m 


ACCOUNTS 


1 


PAYABLE 


□  Canadian      El  U.S. 


□  Other 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  30-May-06 


j- 


Approved  by       (Print  name)  Allaudin  Meraii 


Phone*  407-3652 


(Signature) 


Date 


Approved  by       (Print  name)  g !^g^l-.A-     UJ)€:  AT  lA£f2AO 


Phone  # 


(Signature)^ 


Date 


AUTHORIZATIONS  SHOULD  BE^N  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes:  / 

1)  All  employee  payments  wiifbe  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week- 
4}     Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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April  2005 


Healthcare  Information  and  Management  Systems  Society  I  UApi'"^  i   Mir/:"  :v;PT" 
Phone:  312/664-HIMSS  (4467)  f  >^~u~i  n 

Fax:  312/915-9209  I 
www.himss.org  |       tou  *j  ^  | 


2006/2007  Membership  Renewal 


Allaudin  Merali 

Executive  Vice  President  &  CFO 

Capital  Health 

1J2  WMC8440  112  St 

Edmonton,  ABT6G  2B7 

Canada 


Bus  Phone: 
Home  Phone: 
Bus.  Fax: 
e-mail:  amerali@cha.ab.ca 


Member  ID#:  000009010372 

Order  #:  1200037016 
Invoice  Date:  5/22/2006 


This  is  how  your  record  will  appear  in  the  on-line  directory. 
To  make  any  changes  to  your  address,  go  to  http;// www.himss,org/asp/memfaer_login.asp 

Your  primary  Chapter  is: 

I  prefer  not  to  be  contacted  by  sources  other  than  HIMSS  or  HIMSS  endorsed  membership  benefits 
providers. 


Payment  for  2006/2007  Membership  Renewal 

Services  ending  June  30  -  Payment  Due  on  Receipt 


Member  ID#: 
Order  #: 


000009010372 
1200037016 


(Made  Payable  to  HIMSS) 
Check  enclosed 


n   Please  charge  to:    □  Visa    D    MC    D  AM  EX   D  Discover 


Amount  Due  (US.$) 

Add  2007/2008  renewal 
payment 

Foundation  Contribution 


140.00 


Credit  Card  Number: 
Name  on  Credit  Card: 

Cardholder's  Signature; 


Expiration: 


Please  indicate  whether  Foundation  Contribution  is  paid  by: 
I    |  Persona]  Check  Q  Organization  Check 


Grand  Total 


Membership  in  HIMSS  is  on  an  individual  basis  and  is  not  transferable  or  refundable. 

HIMSS  membership  dues  are  not  deductible  as  a  charitable  contribution  but  may  be  deductible  as  a  business  expense.  To  the  extent  HiMSS  engages  in  lobbying,  22%  of  dues  are 
not  deductible  as  a  business  expense.  Contribulions  to  the  HIMSS  Foundation  are  deductible  as  a  charitabJe  contribution  for  federal  income  tax  purposes  to  the  extent  provided  by 
Ja^v,  The  HIMSS  Foundation  is  an  educational  organization  exempt  from  taxation  under  501(c)  {3)  code  of  the  Internal  Revenue  Service. 
HIMSS  Federal  Tax  ID  Number  36-3906745. 

HIMSS  regularly  sends  e-mails  describing  its  products  and  services.  By  returning  this  form,  you  agree  to  allow  HIMSS  to  send  these  promotional  e-mails  to  you.  You  will  have  the 
opportunity  to  opt  out  of  the  e-mail  list  if  you  choose. 


Return  this  form  with  your  payment 
Mail  to:  HIMSS  Membership,  6901  Eagle  Way,  Chicago,  IL  60678-1690 

Phone#  3*2-664-4467 
Fax*  312-915-9209 
Email:  membership@himss.org 
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Capital 
Health 


APPLICANT, 
Payment  Requisition 


Accounting  Services 
1 0th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  22-May-06  (DD-MMM-YY) 


Invoice  Number  1200037016 


Vendor  Number  (orS.i.N.) 


Payee  Name  HIMSS 


Address  Membership,  6901  Eagle  Way, 


City  Chicago 


Province/State  IL 


Postal  Code  60678-1690 


Country  USA 


II     PAYMENT  DETAILS 


Reason  for  payment  Membership  Renewal  -  Allaudin  MeraJi,  Member  #000009010372 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of contract  if not  previously  forwarded)        S  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


0^No 


Have  goods  /  services  been  received?      □  Yes,  When? 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


M  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Baf  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


210 


9000 


71115000006 


66020000 


$140.00 


$140.00 


Capita!  Health 


elJ 


W  3 1 2008 


ACCOUNTS 


PAYABLE 


□  Canadian 


El  U.S. 


□  Other 


TOTAL 


$140.00  Us 


$140.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Conigan 


Phone  #  407-3652 


(Signature) 


3 


Date  30-May-06 


Approved  by       (Print  name)  Allaudin  Meraii 


Phone  #  407-3652 


JY^uj  3)/°' 


(Signature) 


Date 


Approved  by       (Print  name) 


Phone  # 


(Signature) 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  wiil  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


A 


Healthcare  Information  and  Management  Systems  Society  G  aP;  ^ v.-'T 

Phone:  312/664-HIMSS  (4467)                i  s  t? 
Fax:  312/915-9209 

www.hlmss.org                              i-^^i,  ')  ;•  1";'  J 


2006/2007  Membership  Renewal 


Allaudin  Merali 

Executive  Vice  President  &  CFO 

Capital  Health 

1J2  WMC8440  112  St 

Edmonton,  AB  T6G  2B7 

Canada 


Bus  Phone: 
Home  Phone: 
Bus.  Fax: 
e-mail:  amerali@cha.ab.ca 


Member  ID#:  000009010372 

Order  #:  1200037016 
Invoice  Date:  5/22/2006 


This  is  how  your  record  will  appear  in  the  on-line  directory- 
To  make  any  changes  to  your  address,  go  to  http://www.himss.org/asp/member_iogin.asp 


Your  primary  Chapter  is: 


Ezf  i 


prefer  not  to  be  contacted  by  sources  other  than  HIMSS  or  HIMSS  endorsed  membership  benefits 
providers. 


Payment  for  2006/2007  Membership  Renewal       Member  id#:  000009010372 

Services  ending  June  30  -  Payment  Due  on  Receipt  Order*:  1200037016 


(Made  Payable  to  HIMSS) 

Check  enclosed  AmOUnt  Due  <US«       «         140  00 


c_j    cnecK  enclosed 

□   Please  charge  to:    □  Visa    □   MC    □  AMEX   □  Discover 


Add  2007/2008  renewal 
payment 

Foundation  Contribution 


Credit  Card  Number    Please  Indicate  whether  Foundation  Contribution  is  paid  by: 

s  CH  Personal  Check  Q  Organization  Check 


Name  on  Credrt  Card:    Expiration: 

Cardholders  Signature:   


Grand  Total  s  M  ^OQ 


Membership  in  HIMSS  is  on  an  individual  basis  and  is  not  transferable  or  refundable. 

HIMSS  membership  dues  are  not  deductible  as  a  charitable  contribution  but  may  be  deductible  as  a  business  expense.  To  the  extent  HIMSS  engages  in  lobbying,  22%  of  dues  are 
not  deductible  as  a  business  expense.  Contributions  to  the  HIMSS  Foundation  are  deductible  as  a  charitable  contribution  for  federal  income  tax  purposes  to  the  extent  provided  by 
law.  The  HIMSS  Foundation  is  an  educational  organization  exempt  from  taxation  under  501(c)  (3)  code  of  the  Internal  Revenue  Service. 
HIMSS  Federal  Tax  ID  Number:  36-3906745. 

HIMSS  regulariy  sends  e-mails  describing  its  products  and  services.  By  returning  this  form,  you  agree  to  allow  HIMSS  to  send  these  promotional  e-mails  to  you.  You  will  have  the 
opportunity  to  opt  out  of  the  e-mail  fist  if  you  choose. 


Return  this  form  with  your  payment. 
Mail  to:  HIMSS  Membership,  6901  Eagle  Way,  Chicago,  IL  60678-1690 

PhosieS  312-664-4467 
Fax#  312-915-9209 
Email:  membership@himss.org 
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Capital 
health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10m  Floor,  North  Tower  CHC 
1003CM07  St. 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor        Q  Patient 


□  Employee  (EE  number 


Invoice  Date  27-Jun-06  (DD-MMM-YY) 


Invoice  Number 


Payee  Name  Himss       (^UtrnSS  ) 


Vendor  Number  (or  S-LN.) 


Address  Himss  Lockbox  6923,  Department  77-6923 


City  Chicago 


Province/State  !L 


Postal  Code  60678-6923 


Country  USA 


II     PAYMENT  DETAILS 


Reason  for  payment  Purchase  Book  -  Performance  Management  in  Healthcare 


P0# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        H  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


^  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


2*0 


9000 


71115000006 


49010000 


$69.00 


$69,00 


li  !*{  "J 


TOTAL 


□  Canadian 


□  Other 


$69.00 


$69.00 


IV  AUTHORIZATION 


US 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  27-Jun-06 


Approved  by       (Print  name)  AHaudin  Meraii 


we)  AHaudin  Meraii 


Phone  #  407-3652 


Date  ^J^^Ze/jjo 


(Signature) 


Approved  by       (Print  name) 


Phone  # 


(Signature) 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1 )  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information, 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week, 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2005 
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APPLICANT  COPY 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


I     PAYEE  INFORMATION  (Check  one  only) 


Vendor        □  Patient         □  Employee  (EE  number 


Invoice  Date  26-Sep-06  (DD-MMM-YY) 


Invoice  Number  2007-77 


Vendor  Number  (or  S.LN.)    j  ^  ^ 


Payee  Name  Financial  Executives  International  -  Edmonton  Chapter 


Address  Attn.  Richard  Iwaniuk  Ca,  Treasurer,  F0-  Edmonton  Chapter  3l8>  IfcuLue^O 


City  St  Alberta 


Province/State  AB 


Postal  Code  T8N6Y5 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Membership!  Dues  -  for  year  ending  June  30/07  -  A.  Merafi 


PO# 


Is  this  a  contract  payment? 


Q  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        H  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


M  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


66020000 


$300.00 


$18.00 


$318.00 


Capital  Health 


OCTQ  3 


2006 


ACCOUNTS 


S  Canadian 


□  U.S. 


□  Other 


TOTAL 


$300.00 


$18.00 


$318.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  28Sep-06 


Approved  by       (Print  namelAllaudin  Merali 


Phone  #  407-3652 


(Signatun 


Approved  by       (Print  name) 


Phone  # 


(Signature) 


Date 


AUTHORIZATIONS  SHOULD  BEAN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1 }    All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2005 


52 


APPLICANT  COPY 


fenantiat  executives 

edm-onton  chapter 
Edmonton  Chapter  Fee  Invoice 

23  Delwood  Place 
St  Albert,  AB 
T8N6Y5 


Invoice  #  2007-77 

September  26,  2006 
Allaudin  Merali 

Wee  President,  Finance  &  Administration 
Capital  Health  Authority 
8440-112  St. 

Edmonton,  Alberta  T6G  2B7 

Chapter  Fees  -  Edmonton  $300  00 

GST  (Registration  #124151 754)  18^QQ 
TotaI  S318.00 

The  FEI  -  Edmonton  chapter  local  membership  dues  for  the  year  ending  June  30,  2007  are  now  due  and  payable  in 
the  amount  of  $31 8-00  including  GST.  Please  forward  your  cheque  for  the  above  noted  amount  payable  to  Financial 
Executives  International  -  Edmonton  chapter  to  the  attention  of: 

Richard  Iwaniuk  CA 

Treasurer,  FEI  -  Edmonton  chapter 

23  Delwood  Place 

St.  AJbert  AB 

T8N  6Y5 

Please  include  a  copy  of  this  invoice  with  your  payment 

Your  prompt  attention  to  paying  this  invoice  is  appreciated.  Thank  you. 
Yours  truly, 
Signed  %  Iwomu^ 

Richard  Iwaniuk  CA 
(780)  699-8862 


GST  Registration  #124151754 


The  Edmonton  Chapter  of FEI  is  sponsored  in  part  by 


Aon  ibdo 

PricbWeRhousEQdpers 
Deloitte. 


BDO  Ptui woody  LLP 
Chartered  Accountants 
and  Advisors 


SORRELL 

FINANCIAL 

sUErnst&Young 

Quality  In  Everything  We  Do 


f  MANAGEMENT 
IRESOURCE5- 


BLACKMONT 

CAPITAL- 


Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
1 0th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1      PAYEE  INFORMATION  (Check  one  only)               Vendor        □  Patient         □  Employee  (EE  number  ) 

Invoice  Date  11-Oct-06  (DD-MMM-YY) 

Invoice  Number    ^\  3*Z  ^3^3^    j  \  OCT  ^  ^ 

Vendor  Number  (or  S.I.N.) 

Payee  Name  Lexisnexis  Canada 

Address  700-123  Commerce  Valley  Dr.  B 

City  Thornhill 

Province/State  ON 

Postal  Code  L3T9Z9 

Country 

II     PAYMENT  DETAILS 

Reason  for  payment  Renewal  Subscription  -  The  Bottom  Line 

PO# 

Is  this  a  contract  payment?                    □  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        S  No 

If  this  is  a  contract  payment,  what  is  the  contract  date? 

Number 

Have  goods  /  services  been  received?      □  Yes,  When?                                                  El  No 

Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)           M  Yes         □  No 

III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)            (Departments  must  provide  Complete  Coding) 

Bal  Unit 

e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

|     GST  if 
applicable 

Total  Payment 

201 

9000 

71115000006 

66040000 

$63.00 

$63.00 

|  ■■  •  ■  -Capital-Health 

—   |  RECE§¥E 

P  

J      OCT  I  i  m 

I  ACCOUNTS 

I  PAYABLE 

M  Canadian      □  U.S.       □  Other  TOTAL 

$63.00 

$63.00 

IV  AUTHORIZATION 

J  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 

Requisitioned  by  (Print  name)  Trudy  Corrigan 

Phone  #  407-3652 

(Signature)          X  C&^-^«  ' 

Date  11-Oct-06 

Approved  by       (Print  name)jAHaudin  MeraJi 

Phone  #  407-3652 

(Signatu%J&         J\  (jUO^ 

Approved  by       (Print  name)  ******* 

Phone  # 

(Signature) 

Date 

AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 

Notes: 

1)  Ail  employee  payments  will  be  made  electronicaily  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  A 
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APPLICANT  COPY 


  .  .  SECOND  NOTICE 

The  Independent  Voice  for  Gnnoda's  Accounting  and  Financial  Professionals 

efii  Renew  my  subscription  to  The  Bottom  Una !  □  1  Year  +  3  Free  Bonus  Months  $63* 

Method  of  Payment 

732535  170    12  ^  - 

ALLAUDIN  MERALI  XX9879(J)  a<que  enclosed 

CAPITAL  HEALTH  n.,.  nu^ad 

8440  112  ST  NW  QVlsa  QMasterCard  QAMEX 
EDMONTON  AB  T6G  2B7 


Credit  Card  No.  Expiry  Date 


Cardholder's  Name 


TBL  *  October,  2006  •  Publications  Mail  Sales  Agreement  #  4006551 7        (     Reply  by:  October~31 , 2006     )   Room  No.  3964 
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APPLICANT  COPY 


Your  Subscription  and  this  Exclusive  Discount 
ARE  ABOUT  TO  EXPIRE! 


Dear  Practitioner, 

Your  complementary  subscription  to  The  Bottom  Line  is  about  to  lapse  due  to  non-payment 
of  your  renewal  notice. 

If  you  wish  to  continue  receiving  The  Bottom  Line,  please  return  the  remittance  portion  of 
your  notice  now,  along  with  your  preferred  method  of  payment- 
Remember,  as  a  complementary  subscriber,  you  are  eligible  to  receive  an  exclusive  discount 
of  $21  OFF  the  regular  one-year  subscription  price,  plus  by  ordering  before  Oct  31 ,  2006 
you'll  also  gel  three  additional  bonus  months  added  to  your  subscription  for  FREE! 

So  maximize  your  time,  money  and  productivity  with  The  Bottom  Line.  Subscribe  today! 

Sincerely, 

Scott  BJ  Welsh 
Circulation  Controller 


'  ||f§|  >  For  faster  service,  orcter  online  at:  mAW.iexism 


LexisNexis 


700-123  Commerce  Valley  Dr  E  Markham  ON  L3T  7W8  Phone:  1-600^668-6481  Fax:  1-800-461-3275 

Canada  ^  ^  $y  1JrV,, t^*- *,  .^■^%t *■*  ? v>  .^r**wK.~<-&.*v&r.> 
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Capital 
Health 


Airaiyffi^lReQffiXition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  In  aft  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    ^  Vendor   □  Patient 


Invoice  Date  Nov  1/06 


Invoice  Number^Mfe^^mNDV  p|^Q  # 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

cdo 

6  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Servkes 

7,  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


Vendor  Name  OAUG 


Address  One  Piedmnt  Center,  Suite  400 


Province/State  GA 


II     PAYMENT  DETAILS 


Postal  Code  30305 


Vendor  Number 


City  Atlanta 


Country  USA 


Reason  for  payment:  Membership  Renewal  -  Allaudin  Meraii 


Is  this  a  P.O.  or  contract  payment?  □  Yes  £3  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCQ) 


CMS  (Contract  Management  System)  Contract 
Number 


If  ngfa  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
[p^Yes  describe  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contractor  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  [lKNo  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


El  Yes 


□  No 


a.  Alt fields are 
required  if  there 
is  no  purchase 
order 

QAli  codes  must 
be  Orade  codes 
do  not  use  Vax 
or  Tand0m 
cddds. 

10.  Check  with 
Business 
Support  for 
available  codes. 


This  section 
required  for  alt 
payments. 

12.  Approver 
should  not  be 
requlsitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding} 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  cornplete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


a  corqpiete. 


Approved  by  (Print  name)  Allaudin  Meraii 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name) 


Title:  President 


AUTHORIZATIONS  SHOULD  BE  I 
FOR  DETAILS 


Weatherill 


(SignhWe) 


Signing  Authority 


tty  Level  #3^*^ 


(Signature) 


Signing  Authority  Level  #2 


Phone  #  407-3652 


Date 


Phone  # 


Date 


Phone  # 


DANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


MEMBERSHIP  INVOICE 


Date:  November  1,  2006 

To:     Allaudin  Merali 
Capital  Health 

1J2  Walter  MacKenzie  Centre 
8440  -  112  Street 
Edmonton  AB  T6G  2B7 
CANADA 


Quantity 

1 


Description 


Company  ID  4320 


1  Membership 


Unit  Price 


595 


Amount  Due 


$595.00 


Thank  you  for  your  support  of  the  OAUG! 

WmeiStoTent  ^  ^  ChGCk  °r  m°ney  °rder'  P'eaSe  remember  t0  Print  this  letter  and  mail  it  along  with  your 
OAUG 

One  Piedmont  Center 
Suite  400 
Atlanta,  GA  30305 
USA 

NOTE:  When  paying  by  wire  transfer,  please  be  sure  to  reference  your  company  name  fCaDital  HeaftM  anri 
company  ID  (4320),  and  indicate  that  the  transfer  is  for  OAUG  Membership^  If™ have any questtans 
regardmg  thrs  .nformation,  please  feel  free  to  contact  our  membership  department  at  membersMnSn 

Bank  Information  for  Wire  Transfer: 


Please  contact  the  OAUG  Membership  Department  for  information. 


11/1/2006 
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=^_=  Capital 
WsTs  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


PAYEE  INFORMATION  (Check  one  only)  H  Vendor        □  Patient         □  Employee  (EE  number  ) 


invoice  Date  1-Nov-06  (DD-MMM-YY) 


Vendor  Number  (or  SIN,) 


invoice  Number  2006-018625 


Payee  Name  Canadian  College  Of  Health  Service  Executives 


Address  292  Rue  Somerset  Street  West 


Province/State  ON 


Postal  Code  K2P0J6 


City  Ottawa 


Country 


tl     PAYMENT  DETAILS 


Reason  for  payment  2006  Membership  Renewal  -  Allaudin  Merali 


PO# 


Ib  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        g  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  g|  Yes         □  No 


III    EXPENSE  CODES  (EN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Canadian 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


66020000 


□  U.S. 


□  Other 


TOTAL 


Expense 
Sub-Total 


$398.00 


FOR  HPPAi 


I CAPITAL  HEALTH  A 


mm 


I  jmmxamumttm 


$398.00 


GST  if 
applicable 


IS 


tmmrj 


Total  Payment 


$398.00 


$398.00 


W  AUTHORIZATION 


i  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Approved  by       (Print  name)  Allaudin  Merali 


(Signature) 


Approved  by        (Print  name) 


(Signature) 


Phone  #  407-3652 


Date  11-Jan-06 


Phone  #  407-3652 


Date 


Phone # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


1 )    All  employee  payments  will  be  made  electronically  based  on  payroi  bank^g  informat  on. 

2  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services^  Cheques  wiM  NOT  be  ^a,^^g1J 
v*    Fuliv  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that 


3)  Fully  completed  payment  requisitions  r  _ 

4)  incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 

 _ — _  59- 


departments  for  mailing, 
week. 


Asrif  2005- 


Membership  Renewal  Invoice  APPLICANT  COPY  Pa8e  1  of  1 


Member  Dues  Payment 

Member  Id: 

31 64 

invoice  Number: 

Amount: 

$398,00  fro^  invoice 

Payment  by: 

r  MasterCard 

Cheque  ft©  foiiowl 

Card  #: 

Cardholder  Name: 

Card  Expiry: 

Month  p^njj:  Year  1.2006  S-J 

Receipt  Required: 

[No.  M 

Please  make  %me  you  haw  filled  m  all  appropriate  fteids  above  BEFORE  Peking  the 

"Submit"  button  below.  PLEASE  CLICK  ONCE  ONLY! 

■V  .siibmL 
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Membership  Renewal  Invoice 


APPLICANT  COPY 


f^emfoarsmp  Renewal:  Unworn: 

Invoice  /  Faef  mm 


CmMlmi  of 
HfeaKh  S  Ware  executives 


2006-018625 

2006.1.9 


AEiaudrn  Merafi 

Executive  Vice  Present  &  Chief  Financial  Gfficer 
Capital  Health 

3440  1 1 2th  Street  WMC  1 J2 
Edmonton,  AB  T6G  2B7 

Client  r  3164 

Code 

Amount  /  ^©nSarefc 

Member  Fees/ 
CotisaUon  annuelle 

Aetsve 

Year  2GG6  Renewal  / 
Cotssaiiort  annee  2006 

$396.00 

Su btotal  fesfora  tax  /  Sous-total  mmt  ts»  : 
GST-BST  /  TPS-TVH  : 

Amount  due  If-  paid  BEFORE  Fsforuaiy  285  2006  / 
iiontanfc  ss  payi  AVANT  \®  2%  ttvitor-2006  : 

Amount  Dy@  AS  OF  Fsbruanf  285  2906  / 
RflGfiSant  dQ  A  COMPTER. 28  fiviier  : 


$0JH> 


Please  note;  As  part  of  yam  taste  membership  fee  you  continue  to  """""P*** 
«w«Aca#«  MaW^M  FORUM,  th®  Ambers  Dlmetoiy  (onime)  and  me 
Health  Systems  Update. 

Veuilles  moter  que  la  reirae  FORUM  tesfe?  des  sohts     samp  le  Ripertxnra 
dZmlmbres  (  en  ngne  )  et  la  publication  annuette  Biia^  d®  J'eveAfMfi  des 
systtmes  d®  Sant6  somtt  Indus  dm$  i&$  firms  de  cottsatton. 


employment  status  has  changed  and  my  current  membenhlp 
does  hot  reflect  that,  /  J'al  change  d'ampM     ma  category  d  adfreaoA 
actuelle  ne  la  mafiet®  pas. 

I  should  be  €®ttmd®F®d  /  On  devrait  mm  consid&rer 

Categories  &  Fees  -  Definitions  / 
Definitions  des  categories  et  cotisations 

\  Please  Select  /  Choistssez 


Cdntinue  /  Cantinuer  || 


Canadian  CoSlege  of  Health  Service  Executives 
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Membership  Renewal  Invoice 


APPLICANT  COPY 


Page  2  of 2 


College  cassadien  des  di  recta  urs  de  services  Ce  saints 
292  re®  Somerset  Street  West  •  Ottawa,  OW  &2P  OJ©  »  Canada 

Taloph-^ra/TettphorM  s  613=235-7218  /  1-800-363=905©  •    Fw/T«lficopieiir  : 
©13-235-54211  •  GST/81ST  #  106844442 
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Capital 
Health 


APPLICANT  COPY  . 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name^ 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  In  alt  cases  if 
a  P.O.  was  used 
it  must  be  noted; 


I      PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


invoice  Date  Jan  8/07 


Invoice  Number  2286 


Vendor  Name  ^Institute  of  Corporate  Directors 


Address  602-40  University  Avenue 


Province/State  Ont 


Postal  Code  M5J1T1 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CM$  contract 
number  is 

pro  vided  by 

exemption 

assigned  by 

Accounting 

Services 

71  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Annual  Fees  -  Allaudln  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
\%l  Yes  describe  tNJtrtA^sNcC  p  □  No,  exemption  #    -   -  PfTQ  ) 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
{Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


13  No 


8.  Ait  fields  are 
required  if  there 
isnp  0rcbase 
drde^ 

9  All  codes  must 
^^racfecq^es 
-  do  not  use  Vax 
or  Tandem 
cdj1e£ 

10.  Check  with 
Business 
Support  for 
available  codes 


11.  This  section 
is  required  for  all 
payments, 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
thispayment 
has  not  already 
been  made. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


BaJ  Unit 
e.g.  201 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


$395.00 


GST  if  applicable 


$23.70 


Total  Payment 


$418.70 


TOTAL 


$395.00 


$23.70 


$418.70 


I  confirm  tia^tf^S^Wf^msTiawe  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Alfaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name) 


Title: 


(Signature) 


Signing  Authoril 


wthoritytevel 


#3 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  S(GNING  AUTHORITY  POLICY  NUMBER  FINANCE  4,1  -  SEE  PAGE  2 
FOR  DETAILS  


Notes: 

1)  Ail  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  AH  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services,  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH  -0146 


hp 


INSTITUTE  OF  602-40  University  Avenue 

CORPORATE  DIRECTO^p|_|CANT  COPY  Toronto,  ON,  M5J  1T1 

INSTITUT  DES  ADMIN ISTRATEURS  Tel:  (416)  593-7741  Fax:  (416)  593-0636 

DE  SOCIETIES  Website:  www.icd.ca    Email:  admin@icd.ca 


INVOICE 


Invoice  Date 

Invoice  Number 

Bill  To 

01/08/2007 

2286 

Mr.  Ailaudin  Merali  (5673) 

Executive  Vice-President  &  Chief  Financial  Officer              |   ;  - 
Capital  Health                                                      ] k  "A 
1 J2  WMC,  8440  -112  Street 
Edmonton,  AB  T6G2B7 

Please  include  invoice  number  with  all  payments. 

Item  Description 

Qty         Unit  Cost  Amount 

ANNU^FEES                Annual  Fees 

1  $395.00 

$395.00 

Payment  is  for  the  period  from  02/01/2007     to  01/31/2008 

Business  Address:  Home  Address: 

1 J2  WMC,  8440  -1 1 2  Street 

Edmonton,  AB  T6G2B7  S.17(l),  17(4)(g)(i) 

Tel:  (780)407-3652       Fax:  (780)407-7556  Tel: 
Email:  amerali@cha.ab.ca 

THANK  YOU  FOR  YOUR  CONTINUED  SUPPORT                                              Subtotal  $395.00 

GST#  12179  8201                                                                             PST/QST:  $0.00 

GST/HST:  $23.70 

TOTAL  PAYABLE:  $418.70 


Please  visit  our  Website  at  www.icd.ca  to  update  your  personal  profile. 
Address  information  contained  in  your  profile  is  used  for  mailing  purposes. 


1 
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Capital 
Wealth 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


/.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendorname. 

2.  Address  is 
required  if  there 
isnoinvoice. 

3.  In  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  March  12/07 


Invoice  Number  Member  ID  7040222 


Vendor  Name  HFNIA  (Healthcare  Financial  Management 
Association)  


Address  P.O.  Box  4237 


Province/State  IL 


Postal  Code  60197-4237 


PO# 


Vendor  Number 


City  Carol  Stream 


Country  USA 


4.  Complete 
entire  section. 

5  CMS  contract 
numberis 
provided  by 
CCO. 

6,  Jhe 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
mquired. 


If     PAYMENT  DETAILS 


Reason  for  payment:  Membership  Renewal  2008/09  -  A.  MeraN 


Is  this  a  P,0.  or  contract  payment?  □  Yes  £3  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


j3  No 


8.  All  fields  are 
required  if  there 
is  ho  purchase 
order. 

9  Ail  codes  must 
be  Oracle  codes 
-do  not  use  Vax 
or  Tandem 
codes. 

10:  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


66020000 


Currency  (select  one) 


□  Canadian 


IS  U.S. 


□  Other 


Expense 
Sub-Total 


MMA1 


ACCOIF 

.  PAVAf 


GST  if  applicable 


eatth 


2008- 


Total  Payment 


$253.00 


TOTAL 


$253.00 


$253.00 


11.  This  section 
is  required  for  ait 
payments 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
parson  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.   


Requisitioned  by(Printname)  Trudy  Corrigan 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatheril I 


Title:  CEO 


'Signing  Authority  Level  # 


Phone #  407-3652 


Date 


Phone  #  407-3652 


Date  fhx^L^ 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 
FOR  DETAILS 


SEE  PAGE  2 


Notes:  '     ~  ** 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH  -0148 


APPLICANT  COPY 


healthcare  financial  management  association 


Membership  period  June  1,  3008,  through  May  3i>  2009. 

Mr.Allaudin  Merali 

1J3  WMC  8440-112  Street 

Edmonton,  Alberta  T6G2B7  Canada 


Home  Telephone 

Business  Telephone  (780)  407-3653 
Business  Fax 

E-mail  amerali@cha.ab.ca 


Membership  Information 

Organization  Code  Hospital... 

Position  CFO... 

Function  Finance 

Chapter  Code  997  ~  Foreign  Members 


Note:  Memberships  are  individual  a  nd  do  not  apply  to  organizations  - 
Memberships,  even  those  paid  by  employers,  are  no n- transferable.  Annual 
regular  member  ship  includes  a  $3o  allocation  to  Healthcare  Financial 
Management  HFMA's  official  magazine.  It  is  not  deductible  from  the  dues. 


Tw©  mm%f  itepg     reaew  yQtsr  memberships 

1;  Check  the  box(es)  of  the  new  subscriptions  you 
would  like  to  begin.  Add  your  membership  dues  and 
subscriptions. 

2  Four  simple  ways  to  make  your  payment: 

^  Submit  payment  online  at  hfrnR.org/rencw. 
®  Mail  your  invoice  with  payment  to  HFMA, 

P.O.  Box  4^37,  Carol  Stream,  IL  60197-9613. 
m  Fax  invoice  to  (708)  531-0665. 
m  Call  (800)  352-4363,  extension  3. 

Changes  in  information?  Turn  this  page  over  and  make  any  changes 
to  your  personal  information  on  the  bottom  section  of  the  form.  Use 
the  codes  to  determine  your  new  Organization,  Position  and/or 
Function  codes  if  applicable. 

Questions  about  your  invoice?  Gall  (800)  252-4362,  extension  2, 
or  send  an  e-mail  to  membei^ervices@hima.0Tg- 

Note?  Individuals  who  have  joined  HFMA  since  June  1,  3007,  paid  a 
prorated  amount  to  cover  membership  dues  through  May  3i,  2008. 
This  invoice  is  for  a  complete  year  of  membership,  June  i,  3008 , 
through  May  3i,  2009. 


separate  a  t perforation 


Membership  in@s  and  Subscripting 

(June  i7  2008—  May  3i,  3009) 


HFMA  Membership  Dues 
Forum/CommunitLes  (optional) 

□  CFO  $95  (CF) 

□  Healthcare  Compliance  $90  (CO) 

□  Managed  Care  $90  (MC) 

□  Medicare  Payment  $95  (MP) 

□  Revenue  Cycle  $95  (PF) 

□  Physician  Alignment  $95  (PH) 
Newsletters  (optional) 

□  Revenue  Cycle  Strategist  $107  (PA)  , 

□  Strategic  Financial  Planning  $156  (SF) 

□  Healthcare  Cost  Containment"  $94  (HC) 

^Formerly  Managing  the  Margin  and  Supply  Chain  Solutions. 


353.00 


$156.00 


I'&t&l  (add  all  lines  above) 


Mr.  Allaudin  Merali 

Member  ID  70402?? 


08INV1 


Payment  Method 

□✓Personal  check  or  company  check  (payable  to  HFMA) 

□  Credit  Card: 

□  Visa       □  MasterCard     □  Discover    □  AMEX 


Car d  Numb  er  Exp .  D  ate 


Cardholder's  Name 


Cardholder's  Signature 

I  affirm  that  the  information  I  have  given  is  true  to  the  best  of 
my  knowledge  and  I  agree  to  abide  by  the  HFMA  Code  of  Ethics 
and  the  Constitution  and  Bylaws  of  the  Association. 


Signature 

66  7DMQ522  D553DD 


DISLiDD 


/ 


Ls  Capital 
%  Health 


AEPLICAN"LCORY_ 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Afberta  T5J  3E4 


1.  Requited 
fields  are 
Invoice  date, 
invoice  number, 
Vendor  name, 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ail  causes  if 
a  P.Q.  was  used 
it  must  be.  noted. 


I     PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  March  13/07 


Invoice  Number  40573 


Vendor  Name  COACH 


Address  250  Consumers  Rd.,  Suite  301 


Province/State  ON 


Postal  Code  M2J  4V6 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

ceo. 

6.  The 
exemption 
numbers  are 
assigned  by 
Accounting; 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


\l     PAYMENT  DETAILS 


Reason  for  payment:  2007/08  Membership  Dues  -  Allaudin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  £3  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
Yes  describe  6  □  No,  exemption  #    -   -  jgTw^  ^  ^  QX2  \ 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Beiow  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


a  Aff  fields  are- 
required  if  there 
is  no  purchase 
oroW^ 

Q  M-  codes  m  ust 
be  Oracte  codes 
do  not  use  Vax 
or  Tandern; 

10,  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


$185.00 


GST  if  applicable 


$25.90 


Total  Payment 


210.90 


TOTAL 


$185.00 


$25.90 


$210.90 


11.  This  seetiCri 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitidner 
unless  no  other 
person  is 
available- 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHO 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


complete,  


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  3  tfe  ti-ft  TU  6^  ^Sfenature) 


Title: 


Ceo 


(Signatm 


Signing  Authi 


My  Eeve\#3 


Signing  Aui 


Phone  #  407-3652 


Phone  #  407-3652 


Phone  # 


CE  4.1  -  SEE  PAGE  2 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORI 
FOR  DETAILS 


POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

)    All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 
Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 
Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  \ 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  information  Systems,  Physicians  or  Community  Contracted 

Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 
Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 
;  Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 
!  Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 
\  Levef  7  Manner  or  equivalent 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 

Approval  for  invoice  payments 

8(c)      Payments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

*    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 
■             •     Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

!            *    Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (exciuding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000  I 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7  j 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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Order  #40573 


APPLICANT  COPY 


Page  1  of  1 


D'JNFOftftlAIIQUFDi  US*M1$ 

COACH 

t«FQRlMIt£S  ASSOCIATION 


Order  #40573 
2007-2008  Membership  Dues 


COACH  National  Office 
250  Consumers  Rd. 

Suite  301 
Toronto,  ON 
Canada 
M2J  4V6 
TEL:416-494-9324 
Toll  Free:  1-888-253-8554 
Fax:416-495-8723 
E-Mail:  info@coachorg.com 
Website:  wwwxoachorg.com 


BILL  TO:  ALLAUDIN  MERALI  (14884) 

EXECUTIVE  VICE  PRESIDENT  &  CFO 
CAPITAL  HEALTH 
1J2  WMC,  8440-112  STREET 
EDMONTON  AB  T6G2B7 

SHIP  TO:  Same 

DATE  03/13/2007 
ENTERED: 

SHIPPING  None 
TYPE: 

ENTERED  Allaudin  Merali 
BY: 

SHIP  DATE  & 
CONFIRM#: 

ORDER  DETAILS 

CODE  DESCRIPTION 

QTY  PRICE 

DISC 

TAX 

AMOUNT 

PRC23303    individual  Membership  Dues 

1  $185.00 

$0.00 

HST 

14% 

$185.00 

PRC233H    Steven  Huesing  Scholarship  Fund  Contribution       1  $0.00 

$0.00 

HST 
14% 

$0.00 

GST/TPS  Reg  #12450  1529  RT0001 
PST/TVP  Reg  #N/A 


Subtotal: 
GST/ HST: 
PST: 


$185.00 
$25.90 
$0.00 


ORDER  TOTAL: 


$210.90 


COMPLETED  PAYMENTS: 


$0.00 


*  BALANCE  DUE:  $210,90 


*  based  on  the  successful  completion  of  all  financial  transactions  (i.e.  no  NSF  cheques  or  declined/disputed  Credit  Card  transactions), 
including  scheduled  payments. 

Please  note  that  until  your  Membership  Invoice  has  been  paid,  you  will  not  be  listed  as  an  active 
member. 

For  you  convenience,  you  may  pay  your  renewal  invoice  on-line  at  http://www.coachorg.com  by  logging 
in  and  selecting  the  "MY  ACCOUNT"  option  from  the  "MY  TOOLS"  menu. 

Thank  you  I 
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Capita! 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
invoice  number. 
Vendor  name. 

Z  Address  Is 
required,  if  there 
isnoinvoic&y 

3.  In  all  cases  if 
a  P;Q.  was  used 
it  must  be  noted. 


J      PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


Invoice  Date  March  21/07 


Invoice  Number  Member  ID  7040222 


Vendor  Name  HFIWA  (Healthcare  Financial  Management 
Association)  


Address  P.O,  Box  4237 


Province/State  IL 


Postal  Code  60197-4237 


PO# 


Vendor  Number 


City  Carol  Stream 


Country  USA 


4*  Complete: 
ootirt?  section. 

5.  CMS  contract 
number  is 
pmvtdedby 
CCO. 

0.7he 
ekewption 
humiters  ate 

Accounting 
Services 

%  For  invoices 
with  a  purchase 
drder,  onty  \ 
invoice  total  is 
mjuirei. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Membership  Renewal  2007/08  -  A.  Merafi 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
^  Yes  describe  6f  □  No,  exemption  #    -    -  fcTy"  ^  p  q<q  I 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below   _____ 


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


$8  Yes 


No 


&  Altpeldsare 
^  Qjl$dt  ft  iften3  '■ 
is  n$  purchase 
Orders 

9  All  codes  must 
be  Oracle  codes, 
-doftdtuse  Va* 
ortandenr 

|6  c  heck  mm 

Business 
§yppbrf  for 
available  cdtfes. 


EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  207 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000000^ 


tm  2  B  200? 


Currency  (seleci 


□  Canadian 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


$245.00 


GST  if  applicable 


Total  Payment 


$245.00 


TOTAL 


$245.00 


$245.00 


ft.:  This  section 
is  required,  for  ail. 
payments. 

12.  Approver 
should  not  be 
requisitioner 
unless  hp  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  hoi  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Phntname)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


d  compjete.   


Approved  by  (Phntname)  Allaudin  Me  rati 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Phntname)  Sheila  Weathe rill 


Title:  CEO 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTH< 
FOR  DETAILS 


Signing  AQmbrity  Level  # 


Phone  #  407-3652 


Pate  flWjL^j4? 


Phone  #  407^3652 


Phone  # 


Date^/7lA^^^^7 


ITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes:  " ~~  — ^ 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  atlachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4}    Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  h 
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APPLICANT  COPY 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


i.^equired 
fields  are 
thydice  date, 
Invoice  number, 
Venctor  name. 

21  Address  is 
required  if  there 
i$$g  invoice. 

3.  fti.  all  cases  if 
a  P;0.  was  used 
H  miist  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    M  Vendor   □  Patient 


Invoice  Date  March  27/07 


Invoice  Number 


Vendor  Name  e-Health  2007  Conference,  c/o  Advance  Group 


Address  #101  - 1444  Aiberni  Street 


Province/State  B.C. 


Postal  Code  V6G  2Z4 


PO# 


Vendor  Number 


City  Vancouver 


Country 


4.  Complete 
entire  section. 

CftfS  contract 
number  is 
provided  by 

ceo. 

$.The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
With  a  purchase 
orxjer,  only 
invoice  totalis 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  e-Health  Conference  (COACH)  Registration  -  A-  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  |3  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PQ  purchase,  does  it  comply  with  items  under  CAD  4.4.1 , -Section  A,  6  (f)  Page  2 
S  Yes  describe  6f  [^W^   □  No,  exemption  #    -   -         fey(    Qfjp&  / 


Goods  /  services  have  been  received,  price  agrees  to  contractor  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


El  Yes 


No 


All  fields  are 
required  if  there 
is  no  purchase 
order. 

9  Aft  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
prjandem 
codes. 

10,  Check  with 
Business 
Support  for 
available  codes. 


1 1.  This  section 
is  required  for  aft 
payments. 

12.  Approver 
shoufp  notbe 
reqUisitioner 
unless  no  other 
person  is 
available. 

iX  Approver 
Confirms  thai 
this  payment 
has  not  steady 
b&en  made. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


61030000 


Currency  (se/erif  one) 


mu  2 1  a« 


Expense 
Sub-Total 


$962.13 


GST  if  applicable 


Total  Payment 


$962.13 


El  Canadian  \i\J  uAGC^UWS 


TOTAL 


$962.13 


$962.13 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Pnnt  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Pn'ntname)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Pn'ntname)  Sheila  Weatherill 


Title:  CEO 


(Stgnatui 


Signing  Authonty  Level  #3s>**" 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  407-3652 


Date/VhA.Z-7/^7 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS 


Notes:  ~      *  r 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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e-Health  2007  Conference 


APPLICANT  COPY 


Page  1  of 3 


Thank  You  For  Your  Registration 

Allaudin  Merali 
Capital  Health 

allaudin.  merali@capitalhealth.ca 
(780)  407-3652 


PRINT  OFFLINE  PAYMENT 


If  paid  by  If  paid  betv 
April  15,  April  16  &  r 
2007  2007 

CONFERENCE  PARTICIPATION  /  PARTICIPATION  AU  CONG  RES 

Full  Conference  /  Congres  au  complet  $895.00  $1,075.00 


DELEGATE  ACTIVITY  SELECTIONS  /  SELECTION  DES  ACTIVITES  DES 
DELEGUES 


Sunday,  May  27,  2007  [5:30  PM  -  7:30  PM] 
Dimanche  27  mai  2007  [17  h  30  a  19  h  30] 
Welcome  Reception  /  Reception  d'accueil 


[Inciuded]  [Included] 


Tuesday,  May  29,  2007  [7:00  PM 
Mardi  29  mai  2007  [19  h  a  22  h] 
Evening  Social  /  Soiree 


10:00  PM]     [Included]  [Inciuded] 


Wednesday,  May  30,  2007  [12:00  PM  -  2:00 
PM] 

Mercredi  30  mai  2007  [12  h  a  14  h] 
Lunch  &  Closing  Speaker  /  Dejeuner  et 
allocution  de  cloture 


[Included]  [Included] 


EXTRA  TICKETS  /  BILLETS  SUPPLEMENTAIRES 

X  No  Selection  Made 


PRE-CONFERENCE  WORKSHOPS  /  ATELIERS  PRE-CONFERENCE 


ft  No  Selection  Made 


CONFERENCE  FEES  TOTAL 


$895.00 
$0.00 


6%  GST  (#124501529  RTOOOl) 
Tax -exempt  number:  124072513 

You  will  be  required  to  mail  in  your  letter 
confirming  your  GST  exemption  /  Vous  devrez 
envoyer  pas  la  poste  une  lettre  confirm  ant  votre 
exemption  de  TPS. 

7.5%  QST  $67.13 


$1,075.00 
$0.00 


$80.63 
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TOTAL  $962.13  $1,155.63 

**  Fee  for  wait  listed  items  will  be  payable  upon  confirmation  if  space  becomes  available, 

**  Les  frais  pour  les  activites  sur  la  liste  d'attente  devront  etre  payes  des  confirmation  qu'une  pla 

devient  disponrble. 


Registration  fees  are  in  Canadian  Funds. 
Droits  description  en  monnaie  canadienne. 

OFFLINE  PAYMENT  OPTIONS 

(1)  If  paying  by  cheque: 

Registration  ID  MERALI-TQTMJKTL 

Cheque  number:   

Cheque  Date:   

Amount:  $  CAN 

Please  print  this  page,  fill  in  your  cheque  details  and  return  it  along  with  the  cheque  to: 

e-Health  2007  Conference 

c/o  Advance  Group 
#101-1444  Alberni  Street 
Vancouver,  BC,  Canada,  V6G  2Z4 

Make  the  cheque  payable  to:  e-Health  c/o  Advance  Group 

Veuillez  etablir  les  cheques  a  I'ordre  de  :  e-Health  a/s  Advance  Group 


(2)  If  paying  by  credit  card  (Visa,  MasterCard,  AmEx): 

Registration  ID  MERALI-TQTMJKTL 
Credit  card  number:   


Credit  card  type:  O  MasterCard  O  Visa  O  American  Express 

Expiration  MM/YY:  ____  /  

Amount:  $^  .  CAN 


Signature: 

Cardholder  name: 

Billing  address  with  Postal/ZIP  code 


Please  jmnt  this  page,  fill  in  your  credit  card  information  and  return  it  by  FAX  to: 


Attn:  Lucia na  Evangelista 
Fax:  604-685-3521 


***  The  charge  will  appear  as  ADVANCE  GROUP  on  your  credit  card  statement  *** 

***  Les  frais  apparaitront  sur  votre  releve  de  carte  de  credit  sous  I e  titre  ADVANCE  GROUP.  *** 

(3)  *Wire  Transfer: 

Name  of  Bank:  HSBC  Canada 

Address:  601  West  Broadway,  Vancouver,  BC 

Transit  number:  10090-016 

Swift  Code:  HKBCCATT 

Name  of  account  holder:  Advance  Group 

Account  number:  CDN$:  090-084233-001 


Please  fax  a  copy  of  the  bank  confirmation  to: 
Attn:  Lucrana  Evangelista 
Fax:  604-685-3521 


*NOTE:  You  must  add  $25  CAN  to  all  wire  transfer  payments  to  cover  banking  charges. 
Registration  ID  MERALI-TQTMJKTL 


Cancellation  Policy  Politique  d'annulation 

All  cancellations  must  be  submitted  in  writing  to  Toute  annulation  doit  etre  adressee  par  * 

Advance  Group.  Cancellations  received  prior  to  5:00       Advance  Group.  Les  annulations  re  cues  c 
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PM  PT  April  30th,  2007  will  be  eligible  for  a  full 
refund  less  $100,00  CDN  (plus  Taxes)  of  the 
registration  fee  paid  and  a  $35  CDN  (plus  Taxes) 
administration  fee.  Registration  cancellations 
received  after  5:00  PM  PT  April  30th,  2007  are  fully 
non-refundable.  An  alternate  attendee  name  may 
be  substituted  at  any  time  for  a  $35.00  CDN  (plus 
Taxes)  processing  fee. 

All  changes  that  cannot  be  made  online  are  subject 
to  a  $35  CDN  (plus  Taxes)  administration  fee. 

Credit  Cards  that  need  to  be  reprocessed  are 
subject  to  a  $35  CDN  (plus  Taxes)  administration 
fee. 


*  *  I M  PO  RT  ANT  CREDIT  CARD  INFORMATION*  * 

Merchant  charges  for  this  event  will  be  posted  on 
your  credit  card  statement  as  Advance  Group.  If  for 
any  reason  and  at  a  later  date  you  dispute  the  valid 
and  authorized  charges  posted  to  your  credit  card  a 
$75.00  re-processing  administration  fee  will  be 
assessed  and  will  automatically  be  added  to  the 
original  amount  being  re-charged. 


17h00  le  30  avril  2007  seront  rembourse 
integralement  moins  100  $  CAN  (plus  ta: 
frais  description  payes  et  35  $  CAN  (pfu 
taxes)  de  frais  d'administration.  Les  anm 
description  regues  apres  17h00  le  30  a\ 
2007  ne  seront  pas  remboursees.  Le  nor 
(e)  remplagant(e)  peut  etre  inscrit  a  tout 
moment  moyennant  35  $  CAN  (plus  taxe 
frais  de  traitement. 

Pour  les  modifications  qui  ne  peuvent  etr 
en  ligne,  il  y  aura  des  frais  d'administrati 
35  $  (taxes  en  surplus). 

S'il  faut  faire  a  nouveau  le  traitement  de 
carte  de  credit,  il  y  aura  des  frais 
d'administration  de  35  $  (taxes  en  surpk 

*  *RENSEIGNEMENTS  IMPORTANT  P< 
CARTE  DE  CREDIT** 

Les  transactions  de  cet  evenement  seror 
inscrites  sur  votre  releve  de  carte  de  ere 
nom  de  marchand  ^Advance  Group*,  Si, 
quelque  raison  que  ce  soit,  vous  deviez 
contester  la  validite  et  lTautorisation  de  I; 
facturation  des  frais  a  votre  carte  de  cret 
frais  d'administration  de  75,00  $  seront 
imposes  pour  traiter  a  nouveau  la  demar 
s'ajouteront  automatiquement  au  monta 
original  lors  de  la  refacturation. 


BECOME  A  COACH  MEMBER  AND  SAVE 

COACH  Membership  is  open  to  ail  individuals  with 
an  interest  in  health  informatics,  health  information 
management,  or  related  health  care  issues  and 
practices.  Individual  member  dues  are  $185.00  per 
year.  To  become  a  member  visit 
www.coachorq.com  . 


HOTEL  RESERVATION 


DEVENEZ  MEMBRE  DE  COACH  ET 
ECONOMISEZ 

L'adhesion  a  COACH  est  ouverte  a  quicoi 
s'interesse  a  rinformatique  appliquee  a  U 
sante,  a  la  gestion  de  ('information  en  m 
de  sante  ou  aux  questions  et  pratiques  r> 
a  la  sante.  Les  frais  annuels  d'adhesion 
individuelle  sont  de  185  $  CAN.  Pour  dev 
membre,  rendez-vous  sur  le  site 
www.coachorgxom 
RESERVATION  D1  HOTEL 


Please  click  on  the  link  below  for  your  hotel 
reservation,  (will  open  a  new  browser  window) 

Click  here  for  hotel  reservation. 


Don't  forget  to  grint  this  page. 
Back  to  Manage  Your  Registration 
Back  to  http://e-healthconference.com/ 


Veuillez  cliquer  sur  le  lien  ci-dessous  pot 
reservation  d'hotel  (une  nouvelle  fenetre 
navigation  s'ouvrira) 
Clic  lei  pour  la  reservation  d1  hotel, 

N'oubliez  pas  d'imprimer  cette  page. 
Retour  a  Gerez  votre  inscription 
Retour  a  http  V/e-  health  conference  .com/ 


http://66.155.125.143/Reg/OffLine.asp 
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Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  In  all  cases  if 
aPQ. was used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    M  Vendor   □  Patient 


Invoice  Date  April  2/07 


Invoice  Number  1000272761 


Vendor  Name  Institute  of  Chartered  Accountants  of  Alberta 


Address  580  Manulife  Place,  10180-101  Street 


Province/State  AB 


Postal  Code  T5J  4R2 


PO# 


Vendor  Number 


City  Edmonton 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

ceo. 

ft  The 

exemption 

numbers  are 

assighedby 

Accounting 

Services 

7.  For  invoices 
with  a  purchase 
ordeffOniy 
invoice  total  is 
required. 


fl     PAYMENT  DETAILS 


Reason  for  payment:  2007/08  Member  Fees  -  Aflaudin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  No 


Jf  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  <CCO)  /^^X. 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  pnPO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Sectign  A,  6  (f)  Page  2 
S  Yes  describ^  $f  /  □  No,  exemption  #    -   -  tfy  Qf^  J 


Goods  /  services\have  been/eceived,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  r^rdered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  ExpTairf  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


H  Yes 


□  No 


8.  Ail  fields  are 
required  if  there 
is noi  purchase 
order. 

9  All  codes  must 
be  Oracle  codes 
-  da  not  use  Vax 
'  Tandem 

Godefc 

10.  Check  with 
business 
Support  for 
available  codes. 


1%  this  section 
is  required  forall 
payments. 

12,  Approver 
should  Wot  be 
requisiGoner 
unless  no  other 
person)  is 
available. 

13.  Approver 
confirms  that 
thispayment 
has  hot  already 
been  made. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


$1,435.00 


GST  if  applicable 


$86.10 


Total  Payment 


$1,521.10 


TOTAL 


$1,435.00 


$86.10 


$1,521.10,' 


confirm  that  theM&*&eiata*w^  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  SH6luft  \*3^T\\e£\y*&igmi{ 


Title: 


(Signal 


Signing  A\ 


Signing  Authority 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Da<^g^3/Q7 


Phone  # 


Dal 


b7 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -*SEE  PAGE  2 
FOR  DETAILS  .   


Notes: 

1)  Ail  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


Edmonton  (7S0)  424-7391; 
Fax  (780)  425-8766 
Website:  www.icaa.ab.ca 


Toll  Free  1-S00-232-9406 


2007/2008  Member  Fees 

G.S.T.  REG#  R107508533 
Member  #:  14624 
Invoice  #:  1000272761 


INVOICE 


A.S.  MERALL  CAMT 


CfCA  (Paid  to  Alberta) 

fCAA  (Resident) 

TOTAL  MEMBERSHIP  DUES: 


$445.00 
$590.00 


$1,035.00 


8.17(1),  17(4)(g)(i) 


DESIGNATION  FEES* 
TOTAL  FEES 


$400.00 


$1,435.00 


I   DUE  DATE:  APRIL  1-  61  days  to  pay  without  penalty 
LATE  PAYMENT  PENALTY  IS  5%  PER  MONTH 

Amount  payable  June  1  -  June  30 

$1,597.16 

TOTAL  AMOUNT  DUE  $1,521.10 

Amount  payable  July  1  -  July  31 

$1,673.21 

•Includes  fees  for  designations:  CA*IT  ($400.00) 

Amount  payable  Aug.  1  -  Aug.  31 

$1,743  71 

PAYMENT- DEADLINE:  AUGUST  31  - 
Automatic  suspension  and  publication  if  not  paid  by  Aug.  31 

INCOME  TAX  RECEIPT  REQUIRED:    I  □  No      □  Yes  j  □  Full  Amount     □  CAEF  Only    □  Other  amt.  (specify)  "  $ 

A.  MEMBER  DECLARATION  -  TO  BE  COMPLETED,  SIGNED  AND  RETURNED  WITH  APPROPRIATE  PAYMENT  BY  MAY  31 
My  billing  status  is  unchanged  from  that  indicated  above.  My  fees  are  enclosed  (if  applicable). 


My  billing  status  is  changed  from  that  indicated  above  (proceed  to  sections  B  &  C  below  -  refer  to  information  provided  on  reverse) 


B.  CHANGED  CICA OR  ICAA  FEES  -  COMPLETE  BELOW: 


CICA  fees  change: 


CICA  fees  are  deducted;  they  are  now  paid  to  the  _ 


.  provincial  Institute. 


□  -  CICA  fees  are  added,  I  wish  to  pay  this  fee  through  the  Alberta  Institute, 


ICAA  fees  change: 


Non-resident  fees  are  included  (and  resident  fees  deducted)  since  I  no  longer  reside  in  Alberta  and  I  am  a  member  of  another  provincial  Institute 
or  a  recognized  foreign  accounting  organization. 


□  :  Resident  fees  are  included  (and  non-resident  fees  deducted)  since  I  now  reside  in  Aiberta  or  I  am  no  longer  eligible  for  non-resident  fees. 


C.  FEES  REDUCTION  {INITIAL  APPLICATION  OR  CHANGE)  -  CHECK  ONLY  ONE  BOX  BELOW 


Active  earnings  criteria:  Member  is  not  gainfully  employed  such  that  earnings  from  all  types  of  employment  or  business  do  not 
exceed  $20,000  (or  $20,000  plus  annual  tuition  if  enrolled  in  full-time  university  education). 


I  declare  that  I  meet  the  active  earnings  criteria  (above).  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by  50%,  adjusted  GST  and  remitted 
accordingly. 


I  declare  that  I  meet  the  active  earnings  criteria  (above)  AND  my  age  plus  years  of  CA  membership  in  a  recognized  accounting  organization 
equals  90  or  more,  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by  75%,  adjusted  GST  and  remitted  accordingly. 


I  declare  that  I  meet  the  active  earnings  criteria  (above)  AND  my  age  is  70  or  more  years.  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by 
100%. 


I  declare  that  I  meet  the  active  earnings  criteria  (above)  due  to  long  term  health  problems.  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by 
100%, 


I  no  longer  meet  the  active  earrings  criteria  for  a  reduction  in  fees,  my  membership  registration  should  return  to  my  former  fee  paying  rate.  I 
have  removed  the  reductionjralted  me  and  enclose  the  full  ICAA  &  CICA  fee  amounts  along  with  the  appropriate  GST. 


Member  signature 


Daw 


'ANCE  COPY  -  RETURN  WITH  YOUR  PAYMENT 
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APPLICANT  COPY 


MEMBERSHIP  DETAILS 


Allaudin  Shivji  MERAL1,  CA-IT 

1.     CURRENT  CONTACT  DETAILS  „, „ „„„„„„,  Member#;  ^ 

The  details  displayed  in  the  "Current  Contact  Information"  below  were  extracted  from  the  institute's  current  database  records.  Please 
clearly  print  any  changes  to  your  contact  information  in  the  "Updated  Contact  Information"  bejow. 


CURRENT  CON T AC T  I NFO RMATIO N 


UPDATE t>,  CQNTAGT;IN FQRMATXQN 


HOME: 


Home  Address: 


Home  City,  Prov.: 


Home  Postal  Cd: 


Home  Phone: 


Home  E-Mail: 


Home  Fax: 


Home  Ceil: 


s.17(1),  17(4)(g)(i) 


HOME  DETAILS  TO  BE  UPDATED: 


Home  Address: 


Home  City,  Prov.; 


Home  Postal  Cd: 


Home  Phone: 


Home  E-Mail: 


Home  Fax: 


Home  Celt: 


BUSINESS: 


Employer  Name: 


Business  Address: 


Bus.  City,  Prov.: 


Bus.  Postal  Code: 


I  General  Phone: 


General  Fax: 


;  General  E-Mail: 


Direct  Phone: 


Direct  Fax: 


.  \  Direct  E-Maif: 
\  Position/Title: 


BUSINESS  DETAILS  TO  BE  UPDATED: 


Capital  Health 
1J2  WMC 

University  of  Alberta  Hospital 
8440-  112  Street 

Edmonton,  AB 
T6G  2B7 

(780)  407-7556 


(780)  407-3725 
(780)  407-7556 

amerali@cha.ab.ca 
Executive  Vice  President  &  CFO 


Employer  Name: 


Business  Address: 


Bus.  City,  Prov.: 


Bus.  Postal  Code: 


General  Phone: 


General  Fax: 


General  E-Mail: 


Direct  Phone: 


Direct  Fax: 


Direct  E-Mail: 


Position/Title: 


j  Seniority  Level: 

i  (see  chart  on  reverse) 

Executive 

Seniority  Level: 

(see  chart  on  reverse) 

j  Sector/Sub  sector: 
\  (see  chart  on  reverse) 

Sector 
Government 

Subsector 
Health  Institutions 

Sector/Subsector: 
(see  chart  on  reverse) 

Sector 

Subsector 

MAIL  PREFERENCES 


Please  check  your  current  mail  preferences.  If  you, wish  to  alter  your  preference,  please  check  (V)  the  appropriate  box  in  the  right-hand 
column.  For  more  details  on  the  types  of  mailings  listed  below,  please  see  the  schedule  on  the  last  page. 


I  MAIL  PREFERENCES  -  (see  chart  on  last  page  for  detailed  description  of  mail  preferences) 

CURRENT  MAIL  PREFERENCES: 

MAIL  PREFERENCES  TO  BE  UPDATED: 

Mail  Tvoe; 

Current  Preferences: 

Distribution  Method: 

(S  elect  one  only) 

Preferred : 

(Select  one  only) 

SuDDress: 

|  Catalog 

...                  ...  _    J?ost^.Bus...  „     

□  Post 

□  E-mail 

□  Home 

□  Bus, 

□  s 

Courier/ Freight  Delivery 

   Post— Bus-,  

□  Post 

□  Home 

□  Bus. 

n/a 

CPD  Confirmation 

Post  -  Bus. 

□  Fax 

□  E-mail 

a  Home 

□  Bus. 

n/a 

General  Correspondence 

Post  -  Bus. 

□  E-mail 

□  Home 

□  Bus. 

n/a 

Monthly  Mailing  Package 

Post  -  Bus. 

□  E-mail 

□  Home 

□  Bus. 

□  s 

Publication 

Post  -  Bus. 

□  Post 

□  Home 

□  Bus. 

□  s 

Regulatory  Information 

Post  -  Bus. 

□  Post 

□  Home 

□  Bus. 

n/a 

Tax  Receipt/Invoice 

Post  -  Home 

□  Post 

□  Home 

□  Bus. 

n/a 

Urgent  Member  Notices 

E-JVlaii  -  Ru.S-~  -jo  

Q  E-mail 

□  Home 

□  Bus. 

□  s 

Capital  Health 


=—  Capital 
'&  Health 


Travel  &  Employee  Expense  Claim  Form 

XT     t-.  (In  Canadian  Dollars) 

Non-Responsive  1  ' 


JAN  0  S  2008 


Name: 

Employee  Number: 

Union  Name:  N/A 

Position: 

Department: 

Business  Phone: 

Period  From:  Aug  20  to  AUg  24/07    MEDINFO  Conference,  Australia 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  711350^0044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

V  if  GST 
included 

201 

9000 

7112520000/ 

64540000 

$4,510^ 

0.9460 

$4,266.46 

□ 

□ 

□ 

t  (E 

□ 

1 

iVED  | 

□ 

i 

k 

JAM  1  &  2008  1- 

|      MAY  1  £ 

im  i 

□ 

Less  Cash  Advance     pA^BLfc           i-:       ii        ACCOUNlo  * 

□ 

Total 

$4,266.4^/ 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  mv  behalf  from  Carjital  Health  or  other  organization. 


Employee  Signatur 


Non-Responsive 


Date: 


I  hereby  certify  that  I  have^reviewed  the  expenses  ana  rate  at  which  mileage  is  being  claimed. 


Approved  By:  Allaudin  MeralL 

(Print  name)                            All  f 

^Title:  EVP/CFO 

Phone  #  407-3652 

(Signature)                       \ /\  ^KkfP^ 

DateJ%^  )z/°7 

Approved  By:             V/     *     I V 

f Print  namei 

Title: 

Phone  # 

(Signature) 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  page  2  of  this  form  for  expense  claim  limits- 
Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl„  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  198)  in  advance  authorized  by  a  COO  or  VP 
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CH-0313  July.  2006 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA  -  62410002 

Staff  Provincial  Travel  -  62412000  (all  expenses) 


•  Catering  -  69600000 

•  Meals -62410000 

•  Mileage -62410000 

•  Course  Registration  &  Materials  -  61 030000 


Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Accomm.  $ 

Meals 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

Mileage  km 

Apr  6/07 

Non-Respoi 

isive 

AM  cefl  flrt  . 
$  J  (OOU.UU/ 

Apr  6/07 

Registration  for  MED1NFO  07 

1  ,4/U.UU/ 

-  for  Allaudin  Me  raff 

 I  

May  4/07 

in  on-rvespoi 

isivc 

i  ,4ou.uu- 

^                                                Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

EXPENSE  LIMITS 


1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of     I*  —  A 
Breakfast       $8.50  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  am)  ^ 
Lunch  $10.75  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.)  *  /Ytf* 

Dinner  $1 9.20  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.)  M  Via^ 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts t  provided  these  are 

reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

•  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  arid  buses  for  local  travel 

•  Driving  to  and  from  Work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


Iggulden,  Kathy 


From: 

Sent: 

To: 

Subject: 


Strating,  Donna 

Sunday,  April  22,  2007  9:39  AM 
iggufden,  Kathy 

FW:  Transaction  Receipt  (Ref;MED2007~2654) 


Donna  Strating 

Vice  President ,    Information  Systems  and  Equipment  &  Chief  Information  Officer 

Office  780-735-0444 
Cell  780-720-3227 
Fax  780-735-0446 

Administrative  Assistant  -  735-0445 


 Original  Message  ^ 

From:  Merali,  Allaudin 

Sent:   Saturday,   April  21,    2007   4:57  PM 
To:   Strating,  Donna 

Subject:   FW:   Transaction  Receipt    (Ref : MED2007-2 654 ) 


 --Original  Message  

From:    [mailto : Administrator@HISA. local] 
Sent:    Friday,   April  06,    2007   10:03  PM 
To:   Merali,  Allaudin 

Subject:   Transaction  Receipt    (Ref :MED2007-2654 ) 


To  Mr  Allaudin  Merali 

Subject:   Electronic  Receipt  from  D2_MEDINFO  2007 


Our  Reference   :   MED2007-2 654-MEDINFO2007 663 


Thank  you  for  your  successful  transaction.  Our  Payment  Gateway  has  returned  the  status  of 
this  transaction  as   :   TRANSACTION  APPROVED. 

If  you  have  any  queries  with  this  transaction,   please  contact  the  merchant  at 

A  copy  of  your  receipt  is  attached  below.  Please  retain  this  to  assist  us  if  you  have  any 
queries. 

April  7,    2007  -  04:02:52  AM 
VISA  CARD 


8.17(1),  17(4)(e.l) 


AUTHORIZATION  NUMBER:  MEDINFO2007 6 63 
TOTAL:  1470.00 

REFERENCE  NUMBER:   MED2007-2  65  4 
MERCHANT  NAME :    HISA  Ltd 


PLEASE  RETAIN  AS  RECORD  OF  PURCHASE 


i 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1:  Required 
fields  are 
Invoice:  date; 
Invoice;  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  foydice. 

3:  in  all  cases  if 
a  P.O.-  was  used 
it  must  be  noied. 


I      PAYEE  INFORMATION  (Check  one  only)    K  Vendor   □  Patient 


invoice  Date  May  15,  2007 


Invoice  Number 


Vendor  Name  Canadian  College  of  Health  Service  Executives  - 
Northern  Alberta  Chapter 


Address  c/o  Biayne  Iskiw,  CHC,  2na  Floor,  North  Tower,  10030-107 

St  *   


Province/State  AB 


Postal  Code  T5J  3E4 


PO# 


Vendor  Number 


City  Edmonton 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6;  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Seiyices 

T  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
reqdtred. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Registration  Power  BReakfast  -  May  1 5/07  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  □  No 


Jf  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)     


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
I3  Yes  describe  6f  □  No,  exemption  #    -   -  (#?  $ZC'€> / 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Afofe  2) 


□  Yes 


No 


8,;M  fields  are 
required  if  there 
is  no  purchase 
Mtier. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


9-  All  codes  must       20 1 
he  Oracle  codes 
3^  fMt  use  tyax 
or  Tandem 
cades. 

0.  Check  witk 
Business 
Support  for 
gyailable  code& 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  ($elec\one) 


JUH  0  6 


S  Canadian 


in  u.sA»j 


,ount 


Account 
e.g.  69500001 


6950000 


Expense 
Sub-Total 


$20.00 


GST  If  applicable 


Total  Payment 


$20.00 


TOTAL 


$20.00 


$20 


1    This  section 
is  required  for  all 
payments. 

1$.  Approver 
should  not  be 
requisitioner 
unfess  no  other 
person  is 
available. 

f  %  Approver 
confirms  thai 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


3jG 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Aflaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name) 


Title: 


(Signature^ ^  jJjjj^Sz 
Signing  Authority  Level  tfS>^ 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Dati 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS  


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week* 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH  -0148 


APPLICANT  COPY 


|  Capital  Health  \ 


jtlH  1 5  2067 


^cirrive  Vsce  President  \ 


Canadian  College  of 

Health  Service  Executives  *  *       &  c:r"9 

College  canadien  des 
directenrs  de  services  de  sante 


CANADIAN  COLLEGE  OF  HEALTH  SERVICE  EXECUTIVES 
NORTHERN  ALBERTA  CHAPTER 


INVOICE 

May  15,  2007 

Allaudin  Merali,  Executive  V.P.  &  CFO 
WMC,  1J2.56 

University  of  Alberta  Hospital 
8440  112  Street 
Edmonton,  AB  T6G  2B7 


Canadian  College  of  Health  Services  Executives  - 1  session  - 

May  15,  2007 

$20.00 

(Power  Breakfast  Program)  -  All  6  sessions 

$0.00 

GST 

$0.00 

Courier 

$0.00 

TOTAL 

$20.00 

Please  make  cheque  payable  to: 

Northern  Alberta  Chapter,  CCHSE 


Please  send  cheque  to: 

Blayne  Iskiw 
Capital  Health  Centre, 
2nd  Floor,  North  Tower 
10030  107  Street 
Edmonton  AB  T5J  3E4 

Phone:  (780)  735-0667 
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APPLICANT  COPY 


Corrigan,  Trudy 


From: 

Sent: 

To: 

Subject: 


Dahl,  Holly 

Monday,  June  04,  2007  5:37  PM 
Merali,  Allaudin 

Invoice  for  May  15th  NAC-CCHSE  Breakfast 


Attachments: 


MERALI  ALLAUDIN  MAY  15  2007  CCHSE  lnvoice.doc 


Allaudin: 


Please  find  attached  the  invoice  for  the  May  15th  NAC-CCHSE  breakfast  that  you  were  registered  for,  but  unable  to 
attend. 


MERALI 
DIN  MAY  15  200 


Holly  Dahl 

Administrative  Assistant  for 
NAC-CCHSE 

c/o  Chronic  Disease  Management 
Edmonton  General  Hospital 
10R09,  11111  Jasper  Avenue 
Edmonton,  AB  T5K0L4 
(780)  413-7761 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 

Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Levels  Director  or  equivalent 

Level  7  Manager  or  equivalent 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 
(0d[rt$l 

Approval  for  invoice  payments 

6(c)      Payments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network  j 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  AJberta  T5J3E4 


1.  Require 
fields  ar& 
invoicedate, 
Invoice  number, 
Vendor  n  ame. 

2.  Address  is 
required  if  (here 
is  no  invoice. 

3r  in  all  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    K  Vendor   □  Patient 


invoice  Date  May  22/07 


Invoice  Number  1430 


Vendor  Name  CCAF-FCVI  Inc. 


Address  291,  rue  Olmstead  Street 


Province/State  Ont 


Postal  Code  K1L7J9 


PO# 


Vendor  Number 


City  Ottawa  (Vanier) 


Country 


4,  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO, 

6f  the  , 
exemption 
numbers  are 
assigned  by: 
Accounting 
Services 

7.  For  invokes 
with  a  purchase 
order*  ohty 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Membership  Renewal  -  Alfaudin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  M  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


lf  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4,4.1  Section  A,  6  (f)  Page  2 
E  Yes  describe  6fm^^Y;^  □  No,  exemption  #    -   -  Ufad  j 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  comet 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  ,  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


03  No 


6.  All  fields  are 
(equireti  if  there 
is  no  purchase* 
order. 

9  All  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  tandem 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


10.  Check  with 
Business 
Support  for 
available  codes. 


Currency  (select  one) 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


$159.0<k{ 


GST  if  applicable 


Total  Payment 


accou^ 


1  $159.00 


ITS 


IS  Canadian 


□  U.S. 


□  Other 


TOTAL 


$159,00 


11:  This  section  |  IV  AUTHORIZATION 

is required tor ail 


payments. 

12.  Approver 
should  not  be 
requisitibner 
unless  no  other 
person  is  ■ 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  matfe: 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


ind  complete.  


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name) 


Title: 


(Signatur 


Signing  Authority  Level  #3 


(Signature) 


Signing  Authority  Level  # 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4  1  -  SEE  PAGE  2 
FOR  DETAILS 


Notes: 


1 )  Ail  empfoyee  claims  must  be  submitted  on  Ine  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


CCAF-FCVI  Inc. 

291,  rue  OlmsteorJ  Street,  Ottawa  (Vanier),  Ontario,  CANADA  KJL7J9 
Tel/Telep:  (613)  241-6713  Fax/Telec:  (613)  241-6900 
Email  /  Adresse  courriei :  irrfo@ccaf-fcvi.com  www.ccnf-fcvi.com 


Invoice 
Facture 


To/A 

Mr.  Allaudin  Merali,  CA 

Vice-President,  Finance  &  Administration 

Capital  Health  Authority 

8440-  112  Street,  1J2  Walter  MacKenzie 

Edmonton,  Alberto  T6G2B7 

Canada 


Telephone  /  Telephone : 
Email  /Adresse  courriei: 


(780)  407-3652 
omerali@cha.ab.ca 


No.  1430 
Date    May  22, 2007 


Member  Number 
N°  de  membre 


1430 


m 

Description 

gst/ust 
tps/ihps 

Amount 
Montant 

i 

each 

Annual  membership!dues: 
April  1, 2007-  March-31, 2008 

Cotisotion  annuelle: 
I!,avril2007-31  mors  2008 

$150.00 

GST/TPS 

6% 

£00 

Registration  Number/Numero  d'inscripfion  R1 06882368 

Total 

5159.00 

►  Cheques  are  poyoble  to  CCAF-FCVI  Inc.  /  PrJere  de  foire  le  cheque  a  I'ordre  de  lo  CCAF-FCVI  Inc. 

►  Membership  dues  are  payable  in  Canadian  funds  upon  receipt  of  invoice  /  La  cotisation  annuelle  est  payable  en  dollars  canadiens  sur  reception  de  to  facture 

►  Note  member  number  on  remittance  /  Notez  votfe  numero  de  membre  sur  voire  cheque 


Payment  Options  /  Modes  de  paiement 

□  Payment  Enclosed  /  Paiement  inclus 

□  Credit  Card  /  Carte  de  credit 


□  Visa 

Credit  Card  Number 
No  de  la  carte 


□  Mastercard 


Expiry  Date 
Date  d'expirotion 


m/y  /  m/n 


Card  Holder  Name 
Norn  du  dete/itew 


Signature 


"J 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 

Level  7  Manager  or  equivalent 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 

Approval  for  invoice  payments 

6lc\      Pavments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  —  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships  j 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Off  site  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services  ! 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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Capital " 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10m  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J3E4 


1t  Required 
fields  are 
ipvoice  date, 
Invoice  number. 
Vendor  name. 

2,  Address  is 
required lH there 
is  no  invoice. 

3.  In  alt  cases  if 
a  P.O.  was  used 
it  musfhe noted. 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO 

6  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  totalis 
required. 


I      PAYEE  INFORMATION  (Check  one  only)         Vendor   □  Patient 


Invoice  Date  July  5/07 


Invoice  Number  43723 


Vendor  Name  Financial  Executives  International  Canada(FEI) 


Address  200,  20  AdelaldeStreet  East 


Province/State  ON 


II     PAYMENT  DETAILS 


Postal  Code  M5C  2T6 


PO# 


Vendor  Number 


City  Toronto 


Country 


Reason  for  payment:  National  Membership  Fees  2007/08  -  Alia udin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)   


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
I3  Yes  describe  6f  Membership  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 

□  Yes,  □  No  Explain  Below  

Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


&.  Alt  fields  are 
required  if  there 
is  no  purchase 
order. 

9  All  codes  must 
be  Oracle  cop'es 
-  do  not  use  Vax 
or  Tandem 
codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


10.  Check  with 
Business 
Support  for 
available  codes. 


11.  This  section 
is  required  for  alt 
payments. 

12.  Approver 
should  no!  he  * 
tpgpisitioner 
tiniess  ho  other 
person  is 
available.  \ 

13.  Approyer 
confirms  thai 
this  payment 
has  no$  ajjread% 
been  made: 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weatherill 


Title:  President  &  CEO 


(Sign 


Signing  Authority  Level  #3^ 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS  —  


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  Ail  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  
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APPLICANT  COPY 


Financial  Executives  international  Canada 


200  -  20  Adelaide  Street  East 
Toronto  ON  M5C  2T6 

finineH  executives  Tel:  (416)  366-3007  Fax:  (416)  366-3008 

mternati-ona! 


MR.  ALLAUDIN  MERALI 

VICE  PRESIDENT,  FINANCE  &  ADMIN STRATION 
CAPITAL  HEALTH 
8440  -112  STREET 
EDMONTON  AB  T6G  2B7 


RENEWAL  NOTICE 


MEMBER  NO. 

DATE 

INVOICE 

816943 

2007/07/05 

43723 

Chapter:  Edmonton 

Fax:  (780)  407-7556 


For  the  year  ending  30/09/2008 


National  Annual  Dues:  Active 


$525.00 


Membership  Dues  are  subject  to  GST  but  not  HST  or  PST. 
Membership  in  Financial  Executives  International  Canada  is  on  an 
individual  basis  and  is  not  transferable  to  another  person.  This  membership 
renewal  confirms  your  continuing  adherence  to  the  FEI  Code  of  Ethics 
reproduced  overleaf. 

Retired?  Unemployed?  Starting  a  consulting  practice? 
Call  us  for  a  special  reduced  rate! 

Transfer  to  nearest  chapter:  Yes  /  No 


Sub-total 

GST  registration  #  R1 07383002  RT  GST 

include  charitable  donation  to  CFERF  (Optional) 

*This  is  an  optional  charitable  donation  made  by  the  member  in  support  of  the 
Canadian  Financial  Executives  Research  Foundation  (CFERF)  and  is  tax  deductible. 

A  charitable  tax  receipt  for  this  donation  will  be  issued.  Donations  are  not  subject  to  GST. 


$525.00 
$0.00 
$  75.00  □  (Tick)  Opt  In 


DUE  UPON  RECEIPT 


Total  payable  before  Anniversary:  October  01,  2007 
Total  payable  after  Anniversary:  October  01,  2007 

Total  Payment  Enclosed 


Total 

$525.00 
$575.00 


with  CFERF 
$600.00 
$650.00 


Method  of  payment: 
□  American  Express 

Card  Number  


Mr.  Allaudin  Merali 


□  Mastercard  □  Visa  □  Cheque  Enclosed 
  Expiry  Date_  


816943 


Signature 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels  .■  .    .•             :'}'-.        ■                :^".-.V:;'  :-  ■ '■    '7v\-'  c  y-'---""-1-; :r  '  v,'.v.>.-"-  ■ 
Level  1  .Board" "     :"          -              .  :  -       ■  -  ■  V  " ■ '--  ^/^.^         5.^.-  V^/A .  * 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

Level  4  ■COO^  VP,  C\0, :CPOf  CLO,  MOH  (orequ^                         3j;#:G3- y"; ;         ''"\^| :  i  ■  %; 
Level  5  ;SQGyRegfenaI.  Director/ Senior  Director  or  equivalent  .;- .; \^hr;0--.-       ;-  f -^^[  X^i^W-  %:^^7^. 
Levei 6 i  Ditec^                            . .    •      V"?-y  ?/ - : .'■  '  <  ^•-•^'y.^          -^H^My ^j:K=S- ■ ^y?;yvy ' y  Sy:; 
Level  7  Manager  or  equivalent                                                                        ;    r  7 
Level  8  Coordinator,  Supervisor  or  equivalent 

"  Level  9  Business  Suppbrt  Dite^                                            yV^?'^                              : .  .-■'■S^;:y;. ^ 

Decision/transaction 

;Vy;^  " 

Limitsf  " 

Approval  for  invoice  payments 

6(c)      Payments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Fre  ig  ht  ch  arg  es ,  co  u  rie  r  f ees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 
«     Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (exclu ding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in  | 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000  j 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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APPLICANT  COPY 


€w  fei 


Financial  Executives  International  Canada 


200  -  20  Adelaide  Street  East 
Toronto  ON  M5C2T6 

financial  executives  Tel:  (416)  366-3007  Fax:  (416)  366-3{$£c; 
i  nternaUona! 


Capital  Health  j 


JUL  1 8  m 


RENEWAL  NOTICE 


MR.  ALLAUDIN  MERALI  ^  — ■ 

VICE  PRESIDENT,  FINANCE  &  ADMINSTRATION 
CAPITAL  HEALTH 
8440-112  STREET 
EDMONTON  AB  T6G  2B7 


MEMBER  NO. 

DATE 

INVOICE 

816943 

2007/07/05 

43723 

Chapter:  Edmonton 

Fax:  (780)  407-7556 


For  the  year  ending  30/09/2008 


Nationa!  Annual  Dues:  Active 


$525.00 


Membership  Dues  are  subject  to  GST  but  not  HST  or  PST. 

Membership  in  Financial  Executives  International  Canada  is  on  an 
individual  basis  and  is  not  transferable  to  another  person.  This  membership 
renewal  confirms  your  continuing  adherence  to  the  FEI  Code  of  Ethics 
reproduced  overleaf. 

Retired?  Unemployed?  Starting  a  consulting  practice? 
Call  us  for  a  special  reduced  rate! 

Transfer  to  nearest  chapter:  Yes  /  No 


Sub-total 

GST  registration  #  R1 07383002  RT  GST 

include  charitable  donation  to  CFERF  (Optional) 

*This  is  an  optional  charitable  donation  made  by  the  member  in  support  of  the 
Canadian  Financial  Executives  Research  Foundation  (CFERF)  and  is  tax  deductible. 

A  charitable  tax  receipt  for  this  donation  will  be  issued.  Donations  are  not  subject  to  GST. 


Total  payable  before  Anniversary:  October  01, 2007 
Total  payable  after  Anniversary:  October  01,  2007 

Total  Payment  Enclosed 


DUE  UPON  RECEIPT 


$525.00 
$0.00 
$  75.00  □  (Tick)  Opt  In 


Total 

$525.00 
$575.00 


with  CFERF 
$600.00 
$650.00 


Method  of  payment: 
□  American  Express 

Card  Number 


Mr.  Alfaudin  Merali 


816943 


□  Mastercard  □  Visa  □  Cheque  Enclosed 
  Expiry  Date  


Signature 
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"Capital 
Health 


APPLICANT  CQRY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


t  Required 
fields  are 
feytifce  date* 
invoice  number, 
%ndorname. 

2.  Address  is 
required  if  there 
is  rid  invoice. 

3.  in  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)         Vendor    □  Patient 


Invoice  Date  July  27/07 


Invoice  Number 


Vendor  Name  Canadian  Business 


Address  Box  864  Stn.  Main 


Province/State  Ont 


Postal  Code  L3P  8J3 


PO# 


Vendor  Number 


City  Markham 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
num  be  r  is 
provided  by 

ebb. 

6.  The 
exemption 
numbprsare 
assigned  by 
Acctitfntihg: 
Services 

7.  For  invoices 
ufiito  a  purchase 
order,  only 
invoice  tpiaf  is 
required 


II     PAYMENT  DETAILS 


Reason  for  payment:  Subscription  Renewal 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


if  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  _ 


CMS  (Contract  Management  System)  Contract 
Number  ^Mf^A- 


|f  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
El  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O,  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  „  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


8.  Alt.  fields  are 
Required  if  there 
is np  purchase 
order.  . 

9  All  codes  must 
be  brack  cooes 
-donptusevax 
or  Tandem 
axles: 

10.  Q heck  with 
Busipess 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


E  Canadian     □  U.S. 


□  Other 


Account 
e.g.  69500001 


66040000 


Expense 


-5  w  £;E> 


GST  if  applicable 


§  2007 


PAYABLE 


Total  Payment 


$37.05 


TOTAL 


$37.05 


$37^05 


1%  This  section 
is  Required  for  alt 
payments. 

12.  Approver 
should  hot  be  .v: 
requisitibriec 
unless  ftp  other 
person  is 
available. 

13.  Approver 
confirms  thai 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete, 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name) 


Title: 


(Signature 


Signing  Authority 


uthority  LercT#3 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  4074652 


Date 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS  _   


Notes:  . 

1 )  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improper Jy  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  AAA 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 

Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels  ■    •           .       "  .    .            .    "         .           .  -  .         =     -,           \- vyc^^  J>;      "  V"     -\  ' 

Level  1  .Board                          ■■     ..  "  ■  .       "■  :      j;.      -  ■/;          y:^            './/■■  ^^Zi^y-'l,,---:  t.-Vu-. 

Level  2  President       :          "  .  ' ' '..        .  ■    .  -: '     ;:-;:y-:-i^::\y:'''y:r      ;  ::.  ''^M^^r^y^^^^^'. 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

.Level 4  COO, ■  .VP,. CIO,  CPO, CLO,  MpH  (or -j^uivaient ap^^^Jbyi'jLieV^i :3); -,-"■/  :;yC:'--%: / 

Levels  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 

":;Le^el  7  lyiarigg^r  or  equivalent::        '•  ^:--V:-:-v! )■  l ' .  •  '•' :'; ;     %•  ^;  .} .         J; : . '  •  V  -  >  ftrfe^K 
, Level 8  ;6oordihatdr;  Supervisor pr!^quiyaleh^; :" ■^y' ^  .^i^^:^' ',• - /-Sl-^ 
.level' 9 :  BUsin^s  S&PP^^                                               ^V^w  - ; :^r:-^^ffi 

'■';>; , :. :  , . . ;.,         . ' :.; '  Decision/transaction        V-^ y;S}Si;;;;; y;>?: v.'^ : 

Authority  Level 

Approval  for  invoice  payments 

6ftf      Payments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  arid  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items)  ! 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offeite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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APPLICANT  COPY 


INVOICE  "2 


Box864Stn.  Main 
Markham,  ON  L3P  8J3 


AMOUNT  DUE 

$37.05 


DUE  DATE 

Aug  03,  07 


Your  account  number  is  0124681933  B071 92003 


CBU015MLfllT33D71572012555203705DlMT5D0D0D00304 


HR  ALL AUDIN  ilERALI 
1J5  bMC 

AM 40  112  ST  Nil) 
EDMONTON     AB     TbG  EB7 


(S^fieque   O  Visa   O  Mastercard  O  Am  ex 


L™1  L ...  i.  J  J  lj  L 


J  LJ  !  L 


Card  n° 


O  BEST  DEAL!  Add  another  year  for  only 
$25  (plus  tax)  to  your  payment! 


IE 


95 


Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1 .  Required 
fields  are 
invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  all  cases  if 
a  P.O.  \yas  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)    £3  Vendor   □  Patient 


Invoice  Date  Nov  1/07 


Invoice  Number 


Vendor  Name  OAUG 


Address  3525  One  Piedmont  Road,  Building  Five,  Suite  3000 


Province/State  GA 


Postal  Code  30305 


PO# 


Vendor  Number 


City  Atlanta 


Country  USA 


4.  Qomptete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

cea 

6.  Th  e 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  onty 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Membership  Renewal  -  Allaudin  Merali 


Company  ID#4320 


is  this  a  P.O.  or  contract  payment?  □  Yes  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  nurnb@Frp^ase  contact  Corporate  Contracting 
Office  (CCQ)  \ 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contrarf or  PO  purcfpse,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
S  Yes  rJesQribe  6f         /  □  No,  exemption  #    -  - 


Goods / services  have  been  received,  price  agrees  to  contractor  P.O.  as  applicable  and  caiculation  is  correct 
(Items  werp  received  as^rdered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  P  No  Expjam  Below  


Explanatid 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


S  Yes 


□  No 


8.  Ail  fields  are 
required  if  there 
is  no  purchase- 
order: 

9  All  codes  must 
be  Oracle  codes 
do  not  use  Vax 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


10*  C  he  ck  Mh 
Business 
Support  for 
available  codes; 


11.  This  section     IV  AUTHORIZATION 

is  required  for  all 


payments. 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13:  Approver 
<nnfim$[  thai 
this  payment 
has  not  already 
b  een  m  ade  : 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Phnt  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatherill 


Title:  President  &  CEO 


(Signatui 


(Signal 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AU 
FOR  DETAILS 


Signing  Authori4y\evel  #3 


Signina&uthority  Level  #2 


Phone  #  407-3652 


Date 


Phone  # 


Phone  # 


Date 


IORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes:  ~~ 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  wifl  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  pjn.  wifl  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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December  2 1 ,  200 1  Page  2  of  2 

APPLICANT  COPY 

MEMBERSHIP  INVOICE 


Date:  November  1,  2007 

To:     Allaudin  Merali 
Capital  Health 

1J2  Walter  MacKenzie  Centre 
8440  -  112  Street 
Edmonton  AB  T6G  2B7 
CANADA 


Company  1ft 


Quantity 

Description 

I  Unit  Price 

Amount  Due 

1 

1  Membership 

I  595 

$595.00 

Thank  you  for  your  support  of  the  OAUG! 

If  your  payment  is  by  check  or  money  order,  please  remember  to  print  this  letter  and  mail  it  along 
with  your  payment  to: 

OAUG 

3525  Piedmont  Road 
Building  Five 
Suite  300 
Atlanta,  GA  30305 
USA 

NOTE:  When  paying  by  wire  transfer,  please  be  sure  to  reference  your  company  name  (Capital 
Health)  and  company  ID  (4320),  and  indicate  that  the  transfer  is  for  OAUG  Membership  Fees.  If 
you  have  any  questions  regarding  this  information,  please  feel  free  to  contact  our  membership 
department  at  membership@oaug.com. 

Bank  Information  for  Wire  Transfers: 

Please  contact  the  OAUG  Membership  Department  for  information. 


11/1/2007 
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Capital 
Health 


APPLICANT  COPY.. 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1,  Required 
fields  are 
Invoice:  date, 
invoice,  number, 
Vendor  name. 

2.  Address  is 
required- if  there 
is  no  invoice, 

&  In  alicasm-if 
a  P  O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)     g|  Vendor   □  Patient 


Invoice  Date  Jan  2/08 


Invoice  Number  6802 


Vendor  NamF  Institute  of  Corporate  Directors 


Address  602-40  University  Avenue 


Province/State  Ont 


Postal  Code  M5J  1T1 


PO# 


Vendor  Number 


City  Toronto 


Country 


M;  Complete 
entire  section. 

5.  QMS  contract, 
number  is 
provided  by 

w& 

6+ The 
texerfiptfon 
numbers  are 
sfsisig/hed  bf 
Accounting 
Services 

f.  For  invoices 
vitith  a  purchase 
order,  only 
invoice  totalis 
required.  ;. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Annual  Fees  -  Allaudin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  IS  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)   


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
□  Yes  describe  □  No,  exemption  #    -  - 


4i 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct"^1 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


ia  no 


%  All  fietds  are 
pq&ired>  if  there 
&  no  purchase 
order 

Q'Ali  codes  must 
be  Oracle  cdttes 
-da  not  Use  ¥ax 
pr  tandem 
codes, 

W  Check  with 
Business 
Support  for 
^iiapieoodes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


M  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


$395. 


GST  if  applicable 


IECEIW 


JAN  0  3  2M 


30OUNT8 


PAYABLE 


Total  Payment 


$395.00 


TOTAL 


$395.00 


$395.00 


it  This  section 
is  required  for  all 
payments. 

iZ.  Approver 
should  not  be 
requisitioher 
unless  no  other 
persdhis 
available. 

131  Approver 
confirms  that 
this  payment 
has- n  ot  already 
been  made: 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print 


Title:  CEQ 


AUTHORIZATIONS  SHO 
FOR  DETAILS 


Sheia  Weatherill 


(Signature, 


Signing  Authority  Levef#3 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-365; 


*«A¥n 

>2 


Date 


Phone # 


Date 


ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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A 


APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 

Agencies  or  Non  Hospital  Surgical  Facilities 


AutHoritv  Levels 

Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  8  Director  or  equivalent 

Level  7  Manager  or  equivalent  • 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 

(Cdn  $) 

Approval  for  invoice  payments 

Payments  for  mnsultinq  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postaae  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities^see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•     Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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CORPORATE^! RECTOftfi.  602^°  UniversitV  Avenue 

CORI  ORArt  DIKECTOR^>pL|CANT  qq py  Toronto,  ON,  M5J  1T1 

INSTITUT  DES  ADMIN ISTRATEURS  Tel:  (416)  593-7741  Fax:  (416)  593-0636 

DE  SOCI^TES  Website:  www.icd.ca    Email:  admin@icd.ca 


INVOICE 


Invoice  Date 

Invoice  Number 

Bill  To 

02/01/2008 

6802 

Mr.  Allaudin  Merali  (5673)  Please  include  invoice  number  wfth  all  payments. 

Executive  Vice-President  &  Chief  Financial  Officer 

Capital  Health 

1J2  WMC,  8440  -112  Street 

Edmonton,  AB  T6G  2B7 


Item  Description 

ANNU_FEES  Annual  Fees 

For  the  period  February  01,  2008  to  January  31,  2009 

Business  Address: 

1J2  WMC,  8440  -112  Street 

Edmonton,  AB  T6G  2B7 

Tel:  (780)407-3652       Fax:  (780)407-7556 
Email:  amerali@cha.ab.ca 

THANK  YOU  FOR  YOUR  CONTINUED  SUPPORT 


Qty        Unit  Cost  Amount 

1  $395.00  $395.00 

Home  Address: 

Tel.  s.17(1),  17(4)(g)(i) 

Subtotal  $395.00 


GST#  12179  8201                                                                           PST/QST:  $0.00 

GST/HST:  $0.00 

TOTAL  PAYABLE:  $395.00 

Membership  dues  must  be  paid  by  the  anniversary  date  (02/01/2008) 


Please  visit  our  Website  at  www.icd.ca  <http://vww.icd.ca>  to  update  your  personal  profile. 
Address  information  contained  in  your  profile  is  used  for  mailing  purposes. 


[Capital  Health] 
j    WL  !  8  mi  I 
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ss  Capital 
?w  Health 


APPLICANT  COPY 
Payment  Requisition 


101 


Accounting  Services 
lh  Floor,  North  Tower  CHC 


10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  alt  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


Invoice  Date  March  3/08 


Invoice  Number  HBC08-36 


Vendor  Name  Conference  Secretariat:  Buksa  Associates 


Address  .Suite  307, 10328-81  Avenue  NW 


Province/State  AB 


Postal  Code  T6E  1X2 


PO# 


Vendor  Number 


City  Edmonton 


Country 


4  Complete 
entire  section. 

5:  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numtjersare 
assigned  by 
Accounting 
Services 

7.  for  invoices 
with  a  purchase 
order;  only 
invoice  totalis 
required 


II     PAYMENT  DETAILS 


Reason  for  payment:  CCHSE  BReakfast  Ticket  -  C.  Purdy 


(April  15/08) 


Is  this  a  P.O,  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below   


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


E  No 


8.  AJf  fields  are 
required  if  there 
is  no  purchase 
order. 

9  Alt  codes  must 
be  Oracie  codes 
~d$noi:use  Vax 
or  tandem 
cod$s. 

10.  Check  with 
Business 
Support  for 
available  codes. 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


11.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisithner 
unless  no  other 
person  is 
available: 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


E§]  Canadian     □  U.S.       □  Other 


Account 
e.g.  69500001 


69500000 


Expense 
Sub-Total 


$20.00 


HeaMh- 


GST  if  applicable 


Total  Payment 


$20.00 


$20.00 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Pnntname)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Me  rail 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Phnt  name) 


Title: 


(Signati 


Signing  Authi 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Phone  #  ' 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS   ^  


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  wifl  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/Improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH  -0148 


2008  Health  Boards  Conference 

Hosted  by:  Health  Boards  of  Alberta  GST#  R1 06693534 
The  Westin  Edmonton  |  April  14-16,  2008  |  Edmonton,  Alberta 

Cheques  payable,  Conference  Secretariat:  BUKSA  Associates  Inc. 
Mail  to:  Suite  307,  10328-81  Avenue  NW,  Edmonton,  AB  T6E  1X2 

TO:    Mr.  Allaudin  Merali 
Capital  Health 

1J2  WMC,  8440-  112  Street 
EDMONTON  AB  T6G  2B7  CANADA 


Details 

Total 

Functions 

CCHSE  Breakfast  Ticket(s)  Member  Ticket  -  GST  Exempt  (x1)  * 

20.00 

Invoice  No. 

HBC08-36 

Page 

1 

Date 

03/03/2008 

Reference 

336 

TOTAL  20.00 

The  total  amount  payable  includes 

0.00  GST. 

*  item  is  not  taxable,  or  is  a  deposit 
on  a  service  to  be  provided  by 
another  supplier. 
TOTAL  PAID:  0.00 
TOTAL  OWING:  20.00 
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Health  Boards  Conference  -  Past  Due  Invoice 


Page  1  of  1 


APPLICANT  COPY 


Corrigan,  Trudy 


From: 


health@BUKSA.com 

Monday,  April  28,  2008  10:57  AM 

Corrigan,  Trudy 

Health  Boards  Conference  -  Past  Due  Invoice 


Sent: 


To: 


Subject: 


Attachments:  Purdy_lnvoice.pdf 
Dear  Ms.  Corrigan 

Please  find  attached  a  copy  of  a  past  due  invoice  for  a  breakfast  ticket  from  the  Health  Boards  conference  April 
14-16,  2008  for  Ms.  Colleen  Purdy.  Our  records  show  that  she  was  unable  to  attend  the  breakfast.  However,  as 
the  breakfast  was  not  cancelled  before  the  conference  the  fee  is  still  due.  Please  let  me  know  if  you  have  any 
questions. 

Best  Regards, 

«PurdyJnvoicapdf» 


Angela  Durrant 
Registration  Coordinator 

B  U  K  S  A  [   Conference  Management  and  Program  Development 

Suite  3  07,    10328  -   81  Avenue  NW 

Edmonton,  AB       T6E  1X2 

Telephone    (780)   436-0983  Ext.  226 

Toll  Free    (866)  436-0983 

Facsimile   (780)  437-5984 

++++ 

Angela@buksa  *  com 
www.buksa . com 


This  communication  is  intended  solely  for  the  addressee  and  may  contain  confidential,  personal  and/or  privileged 
information.  Access  to  this  email  by  anyone  else  is  unauthorized.  If  you  are  not  the  intended  recipient,  it  is  prohibited  to 
copy,  disclose,  distribute,  or  take  action  on  the  communication.  If  it  has  been  received  in  error,  please  contact  BUKSA 
Associates  Inc.,  and  delete  the  communication.  Think  of  the  environment  before  you  decide  to  print  this  email. 


BUKSA  Associates  Inc.  is  a  Leader  in  Strategic  Conference  Management  Services  in  Health  Care. 


Celebrating  our  14th  year. 


4/28/2008 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

{.evej  1  I3oari 

i  |0yfe|2  present  * 
\  Level  3  Executive  Vi£e  f  resident,  Finance  arid  Administration:  arid  CFO 

Levfel  4  COO,  VP,  Cl€i,  CPO,  CLO,  lyiOH  (or  equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 

Level  7  lUanageror^uly^leht 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level!  9  Business  SUppdrt  Dfrectors/Assisiarit  Dii^||dj^ 

Decision/transaction 

Authority  Level 

Limits 

Approval  for  invoice  payments 

6(c)      Pavments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100T000 

•    Level  7 

$  50,000 

6(f)       items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities^see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  EC G,  EE G,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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November  2006,  CH  -0148 


Capital 
Health 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
invoice  number, 
Vendorname. 

Z  Address  is 
required  if  there 
is  no  invoice. 

3.  in  all  cases  if 
a  P.O.  was  used 
it  mast  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


Invoice  Date  March  7/08 


Invoice  Number  40573 


Vendor  Name  COACH 


Address  250  Consumers  Rd.,  Suite  301 


Province/State  ON 


Postal  Code  M2J  4V6 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
numberis 
provided  by 

CCQ. 

6.  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchas  e 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  2008/09  Membership  Dues  -Al  laud  in  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCQ)  


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
S  Yes  describe  6  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


E  Yes 


□  No 


8.  Ail  fields  are 
required  if  there 
is  no  purch  ase 
order 

9  All  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes. 

10.  Check  with 
Business 
Support  for 
available  codes. 


II!    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding} 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


Expense 
Sub-Total 


$185.00 


2  Mm 


GST  ff  applicable 


$9.25 


otal  Payment 


$194.25 


TOTAL 


$18500 


$9.25 


$194.25 


1t  This  section 
is  required  for  all 
payments* 

12  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available, 

13,  Approver 
confirms  that 
thispayment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by (Print  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


(Signature)  ^  x /■ 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)^\^\\J&  LlXaTU60^  ^(Spri^ure)^ 


Title: 


(Signatuh 


Signing  Authority  Level 


Phone #  407-3652 


Date 


Phone #  407-3652 


Date 


Phone  # 


he 


SE  4.1  -  SEE  PAGE  2 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGJ 
FOR  DETAILS  


i  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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Order #4 1721 


Page  1  of  1 


APPLICANT  COPY 


ASSOCIATION  CaftA£rcftWE 

COACH 

Canada's  Health 
Informatics  Association 


Order  #41721 


COACH  National  Office 
250  Consumers  Rd 
Suite  301 
Toronto,  ON 
Canada 
M2J  4V6 
TEL:416-494-9324 
Toll  Free:  1-888-253-8554 
Fax:416-495-8723 
E-Marl:info@coacho  rg.com 
Website :  www.  coach  org  .com 


 2008-2009  Membership  Dues 

BILL  TO:  ALLAUDIN  M  ERA  LI  SHIP  TO:  Same 

EXECUTIVE  VICE  PRESIDENT  &  CFO 
CAPITAL  HEALTH 
1J2  WMC,  8440-112  STREET 
EDMONTON  AB  T6G  2B7 


DATE  03/07/2008  SHIPPING  None 

ENTERED:  TYPE: 


ENTERED  Allaudin  Merali 
BY: 

SHIP  DATE  & 
CONFIRM*: 

ORDER  DETAILS 

CODE  DESCRIPTION 

QTY  PRICE 

DISC 

TAX 

AMOUNT 

PRC23348    individual  Membership  Dues 

1  $185.00 

$0.00 

GST 

5% 

$185.00 

GST/TPS  Reg  #12450  1529  RT0001  Subtotal:  $185.00 

PST/TVP  Reg  #N/A  GST/HST:  $9.25 

 PST:  $0.00 


 ORDER  TOTAL:  $194.25 

COMPLETED  PAYMENTS:  $0-00 
^BALANCE  DUE:  $194,25 

*  based  on  the  successful  completion  of  all  financial  transactions  (i.e.  no  NSF  cheques  or  declined/disputed  Credit  Card  transactions), 
including  scheduled  payments. 

Please  note  that  until  your  Membership  Invoice  has  been  paid,  you  will  not  be  listed  as  an  active 
member. 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

L^el  1  Board 
L;eV0l  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 
Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 
Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

•  level  6  Director  or  equivalent 

;leve|  7  Manager  or  equivalent 
Level  S  Coordinatpr,  Supervisor  or  equivalent 
Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 
(Cdri$) 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e,g. 
cleaning,  set  up,  and  sound  A/id  eo  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities^-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  C I inicai  interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2T  Level  3 

None 

•     Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•     Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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Capital 
Health 


sition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

z  Address  is 
required  if  there 
is  no  invoice. 

3.  In  all  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  Mar  11/08 


Invoice  Number  559920010 


Vendor  Name  MPL  Communications  inc- 


Address  133  Richmond  St.  W. 


Province/State  Ont 


Postal  Code  M5H  3M8 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.,  Complete 
entire  section. 

5.  CMS  contract 
n  umber  is 
providedby 

ced 

£  Th  e 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  in  voices 
with  a  purchase 
order,  only 
invoice  total  is 
required; 


II     PAYMENT  DETAILS 


Reason  for  payment:  Subscription  Renewal  -  Canadian  Health  Care  Management 


(1  year) 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)   


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
S  Yes  describe  6f  □  No,  exemption  # 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


8.  All  fields  are 
required  if  ther& 
is  no  purchase 
order: 

9  All  codes  must 
be  Oracle  codes 
-doaotuseVax 
or  Tandem 
codes. 

10.  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Baf  Unit 

e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


g]  Canadian 


□  U.S. 


□  Other 


Account 
95Q0001 


*  rt.JS-*J  r'^r^  «•  Iffy 


m 


v  t  jis res: 


Expense 
Sub-Total 


$36f.45 


Jpftfl 


GST  if  applicable 


Total  Payment 


$366.45 


TOTAL 


$366,45 


it  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requlsitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
thispaynient 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Meraii 


Title:  Executive  Vice  President  &  CFO 


Approved  by    (Print  name) 


Title: 


(Signatui 


Signing  Authority  Level  #3 


(Signature) 


Signing  Authority  L^vel  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Date 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4,1  -  SEE  PAGE  2 
FOR  DETAILS   ,  


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  bo  returned  without  processing 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Require  d 
fields  are 
Invoice  date, 
Invoice  number, 
Venddrname. 

2  Address  is 
required  if  there 
is  no  invoice. 

3.  in  alt  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    El  Vendor   □  Patient 


Invoice  Date  March  13/08 


Invoice  Number  UA051300 


Vendor  Name  University  of  Alberta 


Address  Financial  Services,  Attn.  Accounts  Payable,  3  Fir  Admin 
Bldg.  


Province/State  AB 


Postal  Code  T6G  2M7 


PO# 


Vendor  Number 


City  Emdonton 


Country 


4.  Complete, 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CGO. 

$  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 


El     PAYMENT  DETAILS 


Reason  for  payment:  Governance  Forum  -  Enterprise  Risk  Mangment  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  


CMS  (Contract  Management  System)  Contract 
Number 


7  For  in  voices 
with  a  purchase 
order,,  only 
invoice  total  is 
required. 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
^  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  Is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  .   


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


8.  All  fields  are 
required  if  there 
is  no  purchase 
order 

9  Alt  codes  must 
be  Oracle  codes 
-danotuseVax 
orTandem 
codes. 

10,  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bar  Unit 

e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


El  Canadian     □  U.S.       □  Other 


Account 
e.g.  69500001 


61540040 


Expense 
Sub -Total 


$65.00 


m 


GST  if  applicable 


TOTAL 


ACCOUNT^ 
PAYABLE 


Total  Payment 


$65.00 


$65.00 


1 1.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitioner 
unfess  no  other 
person  is 
available, 

13.  Approver 
confirms  that 
thispayment 
has  not  already 
beenmade. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Printname)  Trudy  Corrigan 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Al  laud  in  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  -(Print  name)  Sheila  Weatehrill 


Title:  CI 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone*  407-3652 


Date, 


Phone  #  407-8008 


CE  4.1  -  SEE  PAGE  2 


AUTHORIZATIONS  SH 
FOR  DETAILS 


BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulfed  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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Please  remit  payment  &  make  cheques  payable  to: 

University  of  Alberta 
Financial  Services 
Attn:  Accounts  Receivable 
3rd  Floor  Admin.  Bldg. 
Edmonton  AB  T6G  2M7 

Bill  To: 

Capital  Health 

Attn:  Allaudin  Merali 

1J2-  WMC 

8440-112  Streeet 
Edmonton  AB  T6G  2E7 


INVOICE 


|  fill  2  t?m 


invoice  No:  UA051300 

Invoice  Date:         March  1 3,  2008 

Customer  Number:  GAR 12673 

PO  Reference:       Governance  Forum 

Payment  Terms:     NET  30 

Due  Date:  April  12,  2008 


AMOUNT  DUE: 


$65.00  CAD 


GST  Registration  Kumber:  108102831 


Description 


Quantity 


Price         Net  Amount 


GST 


Amount 


Governance  Forum 

Enterprise  Risk  Governance  -  the  Role  of  the  Board  of  Management  and  of  Internal 
Audit 

March  7 ,  2008 


Governance  Forum 

Registration  Fees  For; 
Allaudin  Merali 


l,00O0EA  65.00 


65.00 


0.00 


65.  00 


Payment  Inquiries : 

Accounts  Receivable 

Subtotal 

65. 

00 

780  492  0698 

GST 

0. 

00 

f s . requests@ualberta . ca 

TOTAL 

$  65. 

00 

Billing  Department: 
Billing  Inquiries: 


School  of  Business 
(780)  492-5649 


Original 
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Capital 
Health 


AEP  L I C  ANTLCO  RY.  - . 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
invoice  number, 
Vendorname. 

2  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    K  Vendor   □  Patient 


Invoice  Date  March  26/08 


Invoice  Number  1430 


Vendor  Name  CCAF-FCVI  Inc. 


Address  291,  rue  Olmstead  Street 


Province/State  Ont 


Postal  Code  K1L7J9 


PO# 


Vendor  Number 


City  Ottawa  (Vanier) 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
providedby 

CC6. 

6.  The 
exemption 
numbers  are 
assignedby 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order-  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Membership  Renewal  -  Allaudin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4-4.1  Section  A,  6  (f)  Page  2 
S  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Expiain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


8  All  fields  are 
required  if  there 
is  no  purchase 
order. 

9  All  codes  must 
be  Oracle  codes 
-donotuseVax 
or  Tandem 
codes. 

10,  Check  with 
Business 
Support  for 
a  vaila  ble  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding)   


Bal  Unit 

e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre       |  Account 


7111500W06 


Currency  (select  one) 


I3  Canadian     □  U.S.       □  Other 


Expense 
Sub-Total 


$t5Z3Q 


GST  if  applicable 


Total  Payment 


T 


$157.50 


$wsm 


IS- 


$159.00 


11.  This  section 
is  required  for  all 
payments, 

12.  Approver 
should  not  be 
requisitfoner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
thispayment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by 


Tith 


(Signat 


Signing  Authority  l& 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  407-3652 


Phone  # 


pa 


AUTHORIZATIONS 
FOR  DETAILS 


OULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


CCAF-FCVI  Inc. 

291 ,  rue  Olmstead  Street,  Ottawa  (Vanier)f  Ontario,  CANADA  K1 L  7J9 
Tel/Telep:  (613)241-6713  Fax/ Telec:  (613)241-6900 

Emaii  /  Adresse  courriei ;  info@ccaf-fcvi.com  www.ccaf-fcvi.com 


Invoice 
Facture 


To/A 

Mr.  Allaudin  Merali,  CA 

Vice-President,  Finance  &  Administration 

Capital  Health  Authority 

8440  - 1 12  Street,  1J2  Walter  MacKenzie 

Edmonton,  Alberta  T6G  2B7 

Canada 

Telephone  /  Telephone :  (780)  407-3652 
Email  /  Adresse  courriei :  amerali@cha.ab.ca 


No.  1430 
Date    Mar  25, 2008 


Quantity 
Quantite 

Unit 
Unite 

Description 

gst/hst 
tps/thps 

Amount 
Montant 

1 

each 

Annual  membership  dues: 
April  1,2008 -March  31, 2009 

Cotisation  annuelle: 
ravril2008-31  mars  2009 

$150.00 

GSTflPS 

5% 

7.50 

Registration  Number/Numero  description  R106882368 

Total 

$157.50 

►  Cheques  are  payable  to  CCAF-FCVI  Inc.  /  Priere  de  faire  le  cheque  a  I'ordre  de  la  CCAF-FCVI  Inc. 

►  Membership  dues  are  payable  in  Canadian  funds  upon  receipt  of  invoice  /  La  cotisation  annuelle  est  payable  en  dollars  canadiens  sur  reception  de  la  facture 

►  Note  member  number  on  remittance  /  Notez  votre  numero  de  membre  sur  votre  cheque 


Payment  Optohs/ Modes  de  mieMent 

□  Payment  Enclosed  /  Paiement  Indus 

□  Credit  Card/ Carte  de  credit 

□    Visa         □  Mastercard 


Credit  Card  Number 

Expiry  Date 

No  de  la  carte 

Date  d'expiration 

Card  Holder  Name 

Nom  du  detenteur 

Signature 
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APPLICANT  COPY 


*  Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Autnoniy  i_eveis 

Level  1  Board                                                                  -  *  \ 
i  Level  2  president 

Level  3  Executive  Vice  President,  Finance  and  Administfatiorr  arid  CFO 
;  Level  4  COO,  Vp,  CIO,  CPO,  CLO,  NtOH  (or  Equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 
MLevef7  Manager  or  equivalent 
;  Level  8  Coordinator,  Supervisor  qr  equivalent 
;  Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 
(Cdri$) 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100T000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks  i 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

■        Pnctano  motor  rafilfc 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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==  Capital 
t  Health 


AEPLICAN"LCORY_ 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-1 07  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  Were 
is  no  in  voice. 

3.  in  all  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)         Vendor   □  Patient 


Invoice  Date  April  2/08 


Invoice  Number  1000446073 


Vendor  Name  Institute  ofChartered  Accountants  of  Alberta 


Address  580  Manulife  Place,  10180-101  Street 


Province/State  AB 


Postal  Code  T5J  4R2 


PO# 


Vendor  Number 


City  Edmonton 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numbers  are 
assignedby 
Accounting 
Services 

7.  For  in  voices 
wi  th  a  p  urch  as  e 
order,  on  ly 
invoice  totalis 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  2008/09  Member  Fees  -  Alfaudin  Merali 


Is  this  a  P,0,  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4,1  Section  A,  6(f)  Page  2 
^  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below   : 


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


E3  Yes 


□  No 


8.  Ail  fields  are 
required  if  there 
is  no  purchase 
order. 

9  Alf  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  tandem 
codes, 

10.  Check  with 
Business 
Support  for 
available  codes. 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


S  Canadian     □  U.S.       □  Other 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


THIS 


GST  if  applicable 


artft  $74.25 


Total  Payment 


$1,559.25 


TOTAL 


$1,485.00 


$74.25 


$1,559.25 


11.  This  section 
is  required  for  ail 
payments: 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 


,  Approver 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature)  ^[  fc 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


me)  Sheila  Weatherill 


(Signature) 


Signing  Authority  Levi 


(Signature) 


Signing  Authority  Level  # 


Phone*  407-3652 


Phone*  407-3652 


Phone  # 


Date 


BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


FOR  DETAILS 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


November  2006r  CH  -0148 
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Institute  of  Chartered  Accountants  AE1RLICANT  COPY 

580  ManLlife  Place 
10180  -  101  Street 
Edmonton  AB  T5J  4R2 

Edmonton  (780)  424-^391;  Toll  Free  1-800-232-9406 
Fax  (780)  425-8766 
Website:  www.icaa.ab.ca 


2008/2009  Member  Fees 

G.ST.  REG#  R107508533 
Member  #:  14624 

Invoice  #:  1000446073 


INVOICE 


A.S.  MERALJ,  CAHT 


8.17(1),  17(4)(g)(i) 


DUE  DATES  APRIL  1-  61  days  to  pay  without  penalty 
LATE  PAYMENT  PENALTY  IS  5%  PER  MONTH 

Amount  payable  June  1  -  June  30 

$1,637.21 

Amount  payable  July  1  -  July  31 

$1,715.17 

Amount  payable  Aug.  1  -  Aug.  31 

$1,793.13 

FINAL  PAYMENT  DEADLINE;  A) 

Automatic  suspension  and  publication  if  not  pal 

UGUST  31 

d  by  Aug,  31 

INCOME  TAX  RECEIPT  REQUIRED: 

□  No 

□  Yes 

CICA  {Paid  to  Alberta) 

ICAA  (Resident) 

TOTAL  MEMBERSHIP  DUES: 


DESIGNATION  FEES* 

TOTAL  FEES 

GST 


TOTAL  AMOUNT  DUE 


$445.00 
$64000 
"$1,085.00 


_$4oaog 

$1,465.00 
574.25 


$1,559.25 


'Includes  fees  for  designations:  CA*1T  ($400.00) 


A-  MEMBER.  DECLARATION  -  TO  BE  COMPLETED,  SIGNED  AND  RETURNED  WITH  APPROPRIATE  PAYMENT  BY  MAY  31; 
Q^f  My  billing  status  is  unchanged  from  that  indicated  above.  My  fees  are  enclosed  (if  applicable). 

□  i  My  billing  status  is  changed  from  that  indicated  above  (proceed  to  sections  B  St  C  below  -  refer  to  information  provided  on  reverse) 
B.  CHANGED  CICA  OR  ICAA  FEES  -  COMPLETE  BELOW    n   -  \ 
CICA  fees  change: 


□ 


CICA  fees  are  deducted;  they  are  now  paid  to  the  . 


.  provincial  Institute. 


□     CICA  fees  are  added,  I  wish  to  pay  this  fee  through  the  Alberta  Institute. 


ICAA  fees  change: 


Non-resident  fees  are  induded  (and  resident  fees  deducted}  since  I  no  longer  reside  in  Alberta  and  I  am  a  member  of  another  provincial  Institute 
or  a  recognized  foreign  accounting  organization. 


□  i  Resident  fees  are  included  (and  non-resident  fees  deducted)  since  I  now  reside  in  Alberta  or  I  am  no  longer  eligible  for  non-resident  fees, 
CB   FEES  REDUCTION  (INITIAL  APPLICATION  OR  CHANGE)  -  CHECK  ONLY  ONE  BOX  BELOW 


Active  earnings  criteria:  Member  is  not  gainfully  employed  such  that  earnings  from  all  types  of  employment  or  business  do  not 
exceed  $20,000  (or  $20,000  plus  annual  tuition  if  enrolled  in  full-time  university  education). 


I  declare  that  I  meet  the  active  earnings  criteria  (above).  I  have  reduced  my  ICAA  fk  CICA  fee  amounts  by  50%,  adjusted  GST  and  remitted 
accordingly. 


I  declare  that  I  meet  the  active  earnings  criteria  (above)  AND  my  age  plus  years  of  CA  membership  in  a  recognized  accounting  organization 
equals  90  or  more.  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by  75%,  adjusted  GST  and  remitted  accordingly. 


I  declare  that  I  meet  the  active  earnings  criteria  (above)  AND  my  age  is  70  or  more  years.  I  have  reduced  my  ICAA  &  CICA  fee  amounts  by 
ioo°/<k 


n  I  declare  that  I  meet  the  active  earnings  criteria  (above)  due  to  iong  term  health  problems.  I  have  reduced  my  ICAA  St  CICA  fee  amounts  by 
w  100%. 


I  no  fongA  meet  the  active  earnings  criteria  for  a  reduction  in  fees,  my  membership  registration  should  return  to  my  former  fee  paying  rate.  I 
have  ramcl/ed  the  reduction  granted  me  and  enclose  the  full  ICAA  St  CICA  fee  amounts  along  with  the  appropriate  GST 


REMITTANCE  COPY  -_RETURN  WITH  YOUR 
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J  r  "payment 


APPLICANT  COPY 


'Allaudin  Shivji  MERALi,  CAHT 


MEMBERSHIP  DETAILS 


Member*  14624 


1.     CURRENT  CONTACT  DETAILS 

"' CURRiNT: CONTACT"! N FORM AtiON ' " """  UPDATED  CoiTACT  INFORMAT 


HOME: 

Home  Address: 


|  Home  City,  Prov.: 


I  Home  Postal  Cd: 


!  Home  Phone: 


s.17(1),  17(4)(g)(i) 


j  Home  E-Mail: 


Home  Fax: 


Home  Celi: 


BUSINESS: 


Employer  Name: 


j  Business  Address: 


Bus.  City,  Prov.: 


|  Bus,  Postal  Code: 
1  General  Phone: 


Capital  Health 

1J2  WMC 
University  ~. 
8440  - 112  Street 


University  of  Alberta  Hospital 


\  General  Fax: 


General  E-Mail: 


Direct  Phone: 


Direct  Fax: 


!  Direct  E-Maii; 


Position/Title: 


Edmonton,  AB 
T6G  2B7 

780^07-7556 


780-407-3725 
780^07-7556 

allaudin.  merali@capitalhealth.ca 
Executive  Vice  President  &.CFO 


HOME  DETAILS  TO  BE  UPDATED; 

Home  Address: 


Home  City,  Prov. 


Home  Postal  Cd: 


Home  Phone: 


Home  E-Mail: 


Home  Fax: 


Home  Cell: 


BUSINESS  DETAILS  TO  BE  UPDATED: 


Employer  Name: 


Business  Address: 


Seniority  Level: 

(see  chart  on  reverse) 


\  Sector/Sub  sector: 
<  (see  chart  on  reverse) 


Executive 


Sector 
Government 


Subsector 
Health  Institutions 


Bus.  City,  Prov. 


Bus.  Postal  Code: 


Genera]  Phone: 


General  Fax: 


General  E-Mail: 


MOT  -3b  5^ 


Direct  Phone: 


Direct  Fax: 


Direct  E-Mail: 


Position/Title: 


Seniority  Level: 

(see  chart  on  reverse) 


Sector/Subsector: 
(see  chart  on  reverse) 


Sector 


Subsector 


2.     MAIL  PREFERENCES 

Please  check  your  current  mail  preferences.  If  you  wish  to  alter  your  preference  please  check  (V)  the ^appropriate  box  in  the  nght-hand 
rMAILPrtiFERENCM 

 "  -----  "  |  PREFERENCES  TO  BE  UPDATED: 

|  CURRENT  MAIL  PREFERENCES: 


Mail  Type: 


Current  Preferences: 


Catalog 


Courier/Freight  Delivery 


PosXlBjjs. 
Post -Bus. 


CPD  Confirmation 
;  General  Correspondence 
I  Monthly  Mailing  Package 
I  Publication 

\  Regulatory  Information 


Post  -  Bus. 


Post  -  Bus. 


E-Mail  -  Bus. 


Post  -  Bus. 
Post  -  Bus. 


;  Tax  Receipt/Invoice 
\  Urgent  Member  Notices 


Post  -  Home 


E-Mail  -  Bus. 
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Distribution  Method: 

(Select  one  only) 

Preferred: 

Suppress: 

(Select  on 

e  only) 

□  s 
n/a 

Q  Post 
□  Post 

□  E-mail 

□  Home 

□  Home 

□  Bus. 

□  Bus. 

□  E-mail 

□  Home 

□  Bus. 

n/a 

□  E-mail 

□  Home 

□  Bus. 

n/a 

□  E-mail 

□  Home 

□  Bus. 

□  s 

□  Post 

□  Home 

□  Bus. 

□  s 

n/a 

□  Post 

□  Home 

□  Bus. 

G  Post 

□  Home 

□  Bus. 

n/a 

|  □  E-maii 

□  Home 

□  Bus, 

□  s 

Capital 
Health 


APPLICANTCOF?Y_ 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
ffe/cte  are 
Invoice  date, 
Invoice  number, 
Vendorname. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor  □  Patient 


Invoice  Date  May8//08 


Invoice  Number  2480 


Vendor  Name  The  Canadian  Council  for  Public-Private  Partnerships 


Address  1  First  Canadian  Place,  100  King  Street  West,  Suite  1600. 


Province/State  ON 


Postal  Code  M5X1G5 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

tc0, 

6  the 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7l  For indices 
with  a  purchase 
order,  only 
invoice  total  is 
requirexS. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Membership  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Jjtf  Yes 


C  J  No 


&Mfreidsam 
required  if  there 
is  no  purchase 
orderi 

9  Alt  codes  must 
be  tira  de  codes 
-do1  not  use  fax 
or  tandem 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


201 


10.  Check  with 
Business 
Support  for 
available  codes. 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Currency  (select  one) 


Canadian     □  U.S.       □  Other 


Account 
e.g.  69500001 


66020000 


Expense 
Sub-Total 


JOt 


ACCOUNTS 


PAYABLE 


GST  if  applicable 


H5.00 


Total  Payment 


$315.00 


TOTAL 


$300.00 


$15.00 


$315.00 


11  This  section 
is  required  for  ail 
pa0ents, 

12,  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available, 

13.  Approver 
<&nfirihs  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


i  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


(Signature)  g  ~ 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weatehrill 


Title:  CEO 


(Signati 


Signing  Authority  Level  #3 


,l  -Hi 


Sigofng  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone*  407^3652 


Date 


Phone*  407-8008 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING 
FOR  DETAILS   


UTHORITY  POLICY  NUMBER  FINANCE 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH  0148 


The  Canadian  Council  for 

Le  Conseii  Canadien  pour 
ies  Partenarlats  Public-Prive 


INVOICE  #  2480 
ANNUAL  MEMBERSHIP  FEE 

Date:    May  8,  2008 


To:   Mr.  Allaudin  Merali 

Executive  Vice  President  &  CFO,  University  of  Alberta  Hospital 
Capital  Health  (Edmonton) 
1 J2  WMC,  8440  - 1 12th  Street 
Edmonton,  Alberta 
T6G  2B7 


Membership  Type: 
Membership  Fee: 

v;iH"'       May  2,  20 
Public/Noi 

$300,06 

08,  to  April  30,  2Q09  .;• 

"  -"■  .  GST  R1 38559232: 
Total  Amount  Due: 
Please  contact  bur  office  s 

15.00  ;v:-. 

$315.00  ^: 
lould  you  have  any  qu 

estions  regarding  this  invoice. 

Thank- You  for  Your  Continued  Support  of  the  Canadian  Council. 
PAYMENT  DUE  UPON  RECEIPT. 
PLEASE  REMIT  PAYMENT  TO  THE  ADDRESS  BE  LOW- 
PLEASE  NOTE:  DUE  TO  ONGOING  DIFFICULTIES  WITH  WIRE  TRANSFER 
PAYMENTS.  WE  WILL  NO  LONGER  ACCEPT  PAYMENT  USING  THIS 

METHOD. 


1  FIRST  CANADIAN  PLACE,  100  KING  STREET  WEST,  SUITE  1600,  TORONTO,  ON  M5X  1G5 

TEL:  (416)861-0500     FAX:  (416)862-7661 
E-MAIL:  partners  ©pppcouncil.ca  WEBSITE:  www.pppcouncil.ca 
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The  Canadian  Council  for 

APraemTO&PY 


Le  Con  sell  Canadien  pour 
les  Partenariats  Public-Prive 


MEMBERSHIP  RENEWAL 


Please  Renew  Our  Membership  with  the  Council  for  the  Period; 

May  1,  2008  to  April  30, 2009 


Current  Membership  Type:  Pubtic/Non-Profit  (Simlel  Member 

$3,500plus  $175  GST=  $3,675 


Sponsor:  □ 
Corporate: 

□  Single  $  700  plus  $35  GST  =  $  735 

□  Multiple  $900  plus  $45  GST  -  $945 


Non-profit; 

□  Single: 


$300 plus  $15  GST  =  $315 


D  Multiple  $500  plus  $25  GST  =  $525 
GST  Registration  No.:  R  138559232 


Public  Sector; 

□  Single  $300  plus  $15  GST  =  $315 

□  Multiple  $500  plus  $25  GST  =  $525 

Individual; 

□  Sole 

Proprietor  $350 plus  $1 7. 50  GST  =  $367.50 


Organization: 

Capital  Health  f Edmonton) 

Address: 

1J2  WMC  8440  -  1 12th  Street 

Edmonton,  Alberta  T6G  2B7 

Principal  contact  representing  your  organization  in  the  Council: 

Name: 

Allaudin  Merali, 

Title: 

Executive  Vice  President  &  CFO,  University  of  Alberta  Hospital 

Phone: 

(ISO)  407-3652  Ext.: 

Fax: 

(7S0)  407-7556 

Email: 

allaudm.merali(2)capitalhealth.  ca 

If  you  have  chosen  the  "Sponsor"  or  "Multiple"  category, 
please  list  up  to  9  other  contact  names  with  address,  phone  and  fax  numbers  on  a  separate  page. 

Please  update  and  return  this  renewal  with  payment  to: 
1  First  Canadian  Place,  100  King  Street  West,  Suite  1600,  Toronto,  Ontario,  M5X  1G5 
Tel:  416-861-0500    Fax:  416-862-7661    Email:  partners@pppcouncil.ca 
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APPLICANT  COPY 


Update  &  Return  with  your  Membership  Fee  -  -  Thank  you 


Membership  Type: 
Company  Address: 


Phone  Number: 
Fax  Number: 
Web  Site: 


Public/Non-Profit  (Single)  Member 

1J2  WMC 

8440 -112  Street 

University  of  Alberta  Hospital 

Edmonton,  Alberta 

T6G  2B7 

(780)  407-3652,  Ext. 
(780)  407-7556 
www.cha.ab.ca 


Contact  Type: 

Name: 

Title: 

Address: 

City/Prov/PC: 

Phone  Number: 

Fax: 

Email: 

Contact  Type: 

Name: 

Title: 

Address: 

City/Prov/PC: 

Phone  Number: 

Fax: 

Email: 


Other 


,  1J2  WMC 
Alberta  T6G  2B7 
Ext. 


Primary 

Mr.  Allaudin  Merali, 

Executive  Vice  President  &  CFO,  University  of  Alberta  Hospital 
1J2  WMC,  8440  -  1 12th  Street 
Edmonton,  Alberta  T6G  2B7 
(780)  407-3652,  Ext 
(780)  407-7556 

allaudin. merali  ©capitalhealth.ca 


The  Canadian  Council  for 
Public-Private  Partnerships 


Lb  Conseil  Canadien  pour 


Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
invoice:  date; 
invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  ho  invoice. 

3  in  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)         Vendor   □  Patient 


Invoice  Date  May  26/08 


Invoice  Number 


Vendor  Name  HIMSS  Membership 


Address  6901  Eagle  Way 


Province/State  IL 


Postal  Code 


PO#  1200239891 


Vendor  Number 


City  Chicago 


Country  USA  -  60678-1690 


4.  Comple  te 
entire  section. 

5.  CMS  contract 
numberis 
provided  by 
bed 

6:  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  in  voices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


PAYMENT  DETAILS 


Reason  for  payment:  2008-09  Membership  Renewal  -  Allaudin  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  H  No 


if  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  pleasp  contact  Corporate  Contracting 
Office  (CCO) 


If  not  a  contract  or  PO 
Yesdescfibe  6f 


CMS  (Contract  Management  System)  Contract 
Number 


;hase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
□  No,  exemption  #    -  - 


Goods  /  services  haws^een  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  refeeiv^d  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


Yes 


□  No 


a  AH  fields  are 
required  if  there 
is  no  purchase 
Order 

9  Ail  codes  must 
be  Oracle  $odes 
-do  not  use  Vax 
or  Tandem 
cpdesi 

i%Mh&Kwith 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


Currency  (select  one) 


□  Canadian     H  U.S.       □  Other 


66020000 


Expense 
Sub-Total 


GST  if  applicable 


Hal  Hasrffh 


M  2  5  2008 


ACCOUNTS 
PAYABLE 


Total  Payment 


$140,00 


TOTAL 


$140,00 


$140.00 


11.  This  ^€0ph 
is  required  for  ail 
payments, 

12.  Approver 
should  notbe 
requisidoner 
unless  no  other 
person  is 
available. 

13.  A  pprover 
confirms  that 
thispayment 
has  not  already 
been  made, 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Phnt  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weateh rill 


Title:  CEO 


Phone  #  407-3652 


Date^ 


Phone*  407-3652 


Date 


7 


Phone  #  407-8008 


Date 


./pg 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNIN 
FOR  DETAILS 


UTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Ciaim  form 

2)  Ail  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


November  2006,  CH-0148 


122 


AP 


Healthcare  Information  and  Management  Systems  Society 
Phone:  312/664-HIMSS  (4467) 
Fax:  312/915-9209 
www.himss.org 

2008/2009  Membership  Renewal 


Allaudin  Merali 

Executive  Vice  President  &  CFO 

Capital  Health 

132  WMC  8440  112  St 

Edmonton,  AB  T6G  2B7 

Canada 


Bus  Phone:  (780)407-3652  Member  ID#:  000009010372 

Home  Phone:  Order  #:  1200239891 

Bus.  Fax:  (780)407-7556  Invoice  Date:  5/26/2008 

e-mail :  alia  udin  .merali@caprtalheafth.ca 


This  is  how  your  record  will  appear  in  the  on-line  directory. 
To  make  any  changes  to  your  address,  go  to  http://www.hiniss.org/asp/niember_login.a5p 


Chapter  affiliations  (list  of  chapters  if  applicable): 

No  Chapter  Affiliation  Selected 


I  l^C  I  prefer  not  to  be  contacted  by  sources  other  than  HIMSS  or  HIMSS  endorsed  membership  benefits  providers. 


Payment  for  2008/2009  Membership  Renewal         Member  ID#:  000009010372 
Services  ending  June  30  -  Payment  Due  on  Receipt  Order  #:  1260239391 


~  (Made  Payable  to  HIMSS) 

I        Check  enclosed 

I- 1  Please  charge  to:      f     1  Visa   j     1   MC  I  | 


AMEX 


Amount  Due  (US$) 

Discover         Add  2009/2010  renewal  payment : 

Foundation  Contribution 


140.00 


Credit  Card  Number 
Name  on  Credit  Card: 

Cardholder's  Signature: 


Expiration: 


Please  indicate  whether  Foundation  Contribution  is  paid  by: 
IpersonaJ  Check  |'  *  (Organization  Check 


Grand  Total 


'MQ.QQ 


Membership  in  HIMSS  is  on  an  individual  basis  and  is  not  transferable  or  refundable. 


HIMSS  membership  dues  are  not  deductible  as  a  charitable  contribution  but  may  be  deductible  as  a  business  expense.  To  the  extent  HIMSS  engages  fn  lobbying,  7.88%  of  dues  are  not 
deductible  as  a  business  expense.  Contributions  to  the  HIMSS  Foundation  are  deductible  as  a  charitable  contribution  for  federal  income  tax  purposes  to  the  extent  provided  by  law  The  HIMSS 
Foundation  is  an  educational  organization  exempt  from  taxation  under  501  (c)  (3)  code  of  the  Internal  Revenue  Service 
HJMSS  Federal  Tax  ID  Number:  36-3906745. 

HIMSS  regularly  sends  e-mails  describing  ite  products  and  services.  By  returning  this  form,  you  agree  to  allow  HIMSS  to  send  these  promotional  e-maNs  to  you.  You  will  have  the  opportunity  to 
opt  out  of  the  e-mail  list  rf  you  choose. 

Return  this  form  with  your  payment 
Mail  to:  HIMSS  Membership,  6901  Eagle  Way,  Chicago,  IL  60678-1690 

Phone#  312-664-4467 
Fax#  312-915-9209 
Email:  membership@himss.org 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


;  Lev;<ef  1  loard 
;  L&M  2  President 

I  Leyel  3  Executive  Vice  President,  Finance  and  Administration  and  CFQ 
I  level  4  COO,  VP,  CIO,  CPO,  CLOT  MOH  (or  equivalent  approved  by  Level  3} 
:  level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 
level  6  Director  or  equivalent 
\  level  7  Manager  or  equivalent 

i  level  8  Coordinator,  Supervisor  or  equivalent  1 
;  level  9  business  Support  Directors/Assistant  Dijneciprs  , 

Decision/transaction 

Authority Level 

Limits 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

I  vo la 1 1  Iv^lv^l  lulllio 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilitres^see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property1' 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  EC G,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1,000 

•    Level  2,  Level  3  [ 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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Capital 
ms  Health 


<0 


<\\  AI^LICANTJCORY^. 
t\  V        Payment  Requisition 


Accounting  Services 
1(f  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Afberta  T5J3E4 


1  Required 
fields  are 
Invoice  date, 
invoice  number, 
Vendor  name, 

required  if  there 
is  no  in  voice. 

3.  In  ail  cases  it 
a  P.O.  was  used: 
it  must  be  noted. 

I      PAYEE  INFORMATION  (Check  one  only)         Vendor   □  Patient 

Invoice  Date  June  18.08 

Invoice  Number 

PO# 

Vendor  Name  TMAC  Edmonton 

Vendor  Number 

Address  Box  559-21, 10405  Jasper  Avenue 

City  Edmonton 

Province/State  AB 

Postal  Code  T5J  3S2 

Country 

4.  Complete 
entire  section, 

5.  CMS  contract 
number  is 
providedby 
CCO 

6.  the 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order;  only 
invoice  i 
required. 


If     PAYMENT  DETAILS 


Reason  for  payment:  Membership  Renewal  -  Capital  Health 


is  this  a  P.O.  or  contract  payment?  □  Yes  |3  No 


if  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


if  not  a  contract  or  PO  purchase,  does  it  compiy  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
K  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  YesT  □  No  Explain  Below  


a  All  fields  are 
required  if  there 
is  no  purchase 
orders 

9  AH  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes. 

10,  Check  with 
Business 
Support  for 
available  codes. 


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


H  Yes 


□  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


Location 
e.g.  9000 


9000 


J_ 


Fu national  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


66020000 


Currency  (select  one) 


[X]  Canadian 


□  U.S. 


□  Other 


Expense 
Sub-Total 


$225,00 


GST  if  applicable 


Capital  Hwdui 

RECEIVED 


Mi  I  0  2000 


TOTAL 


1-6- 

PAYABLE 


Total  Payment 


$225.00 


$225.00 


$225.00 


11.  This  section 
is  required  for  ait 
paymer)i& 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Print  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


(Signature)  ^^CQiju^' 


Approved  by  (Print  name)  Alfaudin  Merafi 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name) 


Title: 


(Signatw 


Signing  Authority  LeveJ 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date^j 


Phone  #  407-3652 


Date 


Phone* 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS 


Notes: 

1)  AU  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


TMAC  -  EDMONTON  2008/2009 
MEMBERSHIP  APPLICATION 

Please  complete  your  application  and  fax  to  Brent  Houston  at  780-448-6169. 

Early  Registration  Notice  - 
"Members  who  submit  their  registration  prior  to  July  31st  will  be  eligible  for  a  draw 
of  4  TMAC  Edmonton  2008/2009  luncheon  coupons" 


COMPANY  NAME:  r\ 

APt-nq  i— 

MAILING  ADDRESS:  . 

CITY:     r-  _  PROVINCE: 

REFERRED  BY: 

ANNUAL  MEMBERSHIP  FEES: 

q-ptOmary  CONTACT 

NAME:   ftui^ftaQt^     rh£^L^TLE.   E^feC   VP*  CtTQ  *225.00 
PHON E H 60^0^3 *o ^ ^ FAX:  n 6 Q"^Q^  j^j 3fr|AIL:  <xU<^uu^n .  mertfJ  * 
^SECONDARY  CONTACT 

NAME:  *CoL.U€£^>     fo.*e_OV     TITLE:  £\^fit->ctrt^  O^f^GS^- 

PH0NE:nQQ  Mq^^^^6fAX:  "1  6o-Mcn SS^maIL:  CoHe^^u£. 
TOTAL  INVOICE  AMOUNT:  $1  a^QC 


Please  indicate  if  you  would  like  your  Company's  Name  &  contact  Information  included  in  a 
Membership  Directory  made  available  to  the  members. 

Yes  □  No 

BILLING  INFORMATION: 

CUSflfQUE  □  VISA  □  MASTERCARD 


NAME  ON  CARD: 


CARD  NUMBER:  EXPIRY: 


SIGNATURE: 


Mail  Cheques  to: 
TMAC  Edmonton 
Box  559  -  21 
10405  Jasper  Avenue 
Edmonton,  AB   T5J  3S2 

Membership  includes:  Each  corporate  member  is  entitled  to  two  (2)  representatives  unless  additional 
members  submitted.  Additional  members  can  be  added  at  a  cost  of  $100.  Each  of  the  representatives  will 
receive  a  copy  of  the  "Canadian  Treasurer"  magazine.  In  addition,  the  corporation  will  have  access  to 
member  rates  for  monthly  luncheons,  educational  seminars  and  the  annual  national  conference.  The 
membership  year  runs  from  July  1  to  June  30, 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


;  /f\^zj^vT;i\y  (-eye  is 
Lev£l  1  Btoard 
\  Level  2  President 

i  ievel  3  Executive  Vice  President,  Finance  and  Admiriisteation;  arid  GFCf 
Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 

|  Levef  5  $jPO,  Regional  Director,  Senior  Director  or  equivalent 

;  level  6  director  or  equivalent 
Level  7  Meager  or  eqjilvale^it 
Level  8  Coordinatpr,  Supervisor  or  equivalent 

\  levef  9  business  Support  Directors/Assfetant  Directors  . 

Decision/transaction 

Authority  Level 

;    (Gdn  $> 

Approval  for  invoice  payments 

6(c)      Payments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)        Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  nosiage  meier  rein  is 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1T000  j 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 

November  2006,  CH-0148 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


x  /  Accounting  Servic* 
^  1100  Hariey  Col 

10045-111  S 
Edmonton,  Alberta  T5K2M 


1     PAYEE  INFORMATION  (Check  one  only)         H^fendor       D  Patient        □  Employee  (EE  number  ) 

Invoice  Date                           <5~*1  /  0-5 

Invoice  Number     Zo  3Sl^loOG 

Vendor  Number  (or  S.I.N.) 

 n /x  ~  "    — ~  

Vendor  Name  "Di^6<C3  ClU^ 

City  "T^^soTb 

Province/State        ^  ^ 

11       □  AvmenT  nr-rftii  r» 

Postal  Code  fhSu    l<~  2. 

Country 

Is  this  a  contract  payment? 


-CU- 


PO# 


□  Yes  (Attach  copy  of contract  if not  previously  forwarded)        □  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Have  goods  /  services  been  received?      Q-Yes,  When? 


Number 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


□  No 


ill  E) 

(PENSE  CO 

DBS  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)            (Departments  must  provide  Complete  Coding) 

Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
0.g.  69500001 

Expense 
Sub-Total 

GST  if 
applicable 

Total  Payment 

-\\\\$  OQOOO& 

Q\.oo 

1 1 

(tfibOOOOO 

<< 

<< 

t  cb  A 

U  Canadian      □  U.S.      □  Other  TOTAL 

$ 

IV    AUTHORIZATION  j 

I  confirm  that  the  above  item^  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 

Requisitioned  by  (Print  name) 


(Signature) 


Approved  by 


Ph6ne#      -  3^5  2. 


Date 


AUTHORIZATIONS  SHOULD  BETOACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


'4  &  A 


Phone  # 


Date  jVi.^ 


Phone # 


1 )  All  employee  payments  will  be  rrfade  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  reju^Qd  without  processing 


April  2002 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


/ 


Accounting  Services 
1100  Hariey  Court 
10045-111  St. 
Edmonton,  Alberta  T5K2M5 


1     PAYEE  INFORMATION  (Check  one  only)          Q^Vendor        □  Patient         □  Employee  (EE  number  ) 

Invoice  Date  ^^JL^/oS 

Invoice  Number           ^QQ  f 1  3 

Vendor  Number  (or  S.I.N.) 

VendorName  "£)frO£^S  CLQ/3 

Address      :  ft O.60*  nOoO      Cooama&GS  (iuer  5ro. 

Province/State 

Postal  Code    fftsu  1LZ 

Country 

IJ     PAYMENT  DETAILS 

Reason  for  payment 


70s  riJ^~Q^ 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of contract  if  not  previously  forwarded)  EJ*"No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□^es 


□  No 


HI    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if 
applicable 

Total  Payment 

QOOO 

~U W600000 L 

(3-1.  oo 

i< 

if  1 

t  K 

C  t 

L^b  00066 

\,  000 

l,OO0.  bt. 

ir 

4 

L  <  fX 

Smt.  51 

QXanadian 

□  U.S. 

□  Other 

TOTAL 

* 

iV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business, 

0*2-CA(r&  M  I  Phone  # 


Requisitioned  by  (Print  name) 


(Signature) 


Approved  by       (Print  name) 


Date 


  ft  mfcrc#U 


Phone  # 


3^ 


Date 


Approved  by       (Print  name) 


Phone  # 


(Signature) 


AUTHORIZATIONS  SHOULD  BE  1N/ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1 )    AH  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2 J    AH  cheques  and  attachments  wiii  be  mailed  out  by  Accounting  Services.  Cheques  wili  NOT  be  pulled  and  returned  to  departments  for  mailing. 
3 J    Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 
4)     Incomplete/improperly  authorized  payment  requisitions  will  be  rcjt^ed  without  processing 


April  2002 


I  kWk  Diners  dub 

1  *  ^biternationaT 


/KPPmmmtmmr 


s.17(1),  17(4)(e.l) 

Account  No  :  ,  ALLAUDIN  MERALI 

Previous  Balance         Payments  Received      New  Transactions  New  Balance 

L_  I  0-0°       I  2,432.17      J  2,432.17 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  122.00  reaches  us  by  25  FEB  05. 


Statement  Date:  03  FEB  05  Page  1 
Credit  Limit                         Minimum  Payment 
35,000.00  J  122.00 


ALLAUDIN  MERALI  W^a) 

r 


s.17(1),  17(4)(g)(i)  '  _ 


THE  CONVERS.ION //OF  FOREIGN-  TRANS ACtioNS-' 
1$  BASED;-  ON:  TH&  CART>.  YOB  r/SHfr.  POB'^Rf ^ 
TRANSACTION..  AND  THE :  CARDMEM^ER 
. .  AG^EMENT.  GOVERNING  UiS E- '  Q ¥''■'■  xjlA T  ^iir • ■ 


-+1 


If 


II' 


For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

\Date  \  Reference  No.         I  Description 


Club  Rewards 
Points  Balance 


30,095 


^17(1),  17(4)(e-4>- 


J-800-363-3333 

Amount 


ALLAUDIN  MERALI 


13 

JAN 

05 

10314628 

13 

JAN 

05 

10940968 

13 

JAN 

05 

10349327 

13 

JAN 

05 

11058324 

14 

JAN 

05 

10941086 

S TAY BRIDGE  SUITES  ANDO 
ANDOVER  ,MA  UNITED  STATES 


USD 


HMS  HOST-ORD  AIRPT  #81 
CHICAGO  ,IL  UNITED  STATES 

NORMANDS  RESTAURANT  EDMONTON  ,AB  (2o^^&^^% 

YELLOW  CABS  EDMONTON  EDMONTON  ,AB    Qtfd^  UU^Slj 


AGNT  FEE  USD 

world  travel  b  ,az  united  states 

Traveller         :  HERALI/ALLADDXN 
Ticket  no.        :      890  8121688685  2 
Date  *      14  jjuj  05 

Routing/ class :  XAA/XA.O 
Y 

Carrier  •  XD 


25.00 


107.00  >^ 
39,86 

211. 8  s. 

48.00  fyS^ 
31.14 


6* 
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^International 


APPLICANT  G( 


Account  No  :  -  ALL AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  03  FEB  05  Page  2 


\Date 


|  Inference  No.         J  Description 


14  JAN  05  10941296 


14  JAN  05  11005155 


14  JAN  05  11011473 


18  JAN  05 

18  JAN  05 
IB  JAN  05 

19  JAN  05 
19  JAN  05 

21  JAN  05 

22  JAN  05 
25  JAN  05 


iioieon 

11058325 
11087076 
11101638 
11119493 
11101103 
11142525 
11227793 


AIR  CANA 

PHOENIX  ,AZ  UNITED  STATES 
Traveller         t  MERALI/ALLAUDIN 
TieJcet  no.        :      014  1114173  324  5 
Date  t     17  JAN  05 

Routing/ class:  PHX/DEN/YTC/YEG 

C       C  Q 
Carrier  :  AC/AC/AC 

AGNT  PEE 

WORLDTRAVEL  B  ,AZ  UNITED  STATES 


USD 


413 . 87 


18  JAM  05 


Traveller 
Ticket  no. 
Date 

Routing/class 
Carrier 


MERAL I  /ALL  AUDI  K 
S90  6121668685 
14  JAN  05 
XAA/XAO 
Y 

XD 


USD      ^\<J^t^C^  25.00CR 


AIR  CANA 

PHOENIX  ,AZ  UNITED  STATES 


USD 


413 . 87CR 


Traveller 
Ticket  no. 
Date 

Routing/ class 


MERALI /ALLADDIN 
014  1114173324 
17  JAN  05 
FHX/DEN/YYC/YEG 

C       C  G 
AC/AC/AC 


18  JAN  05 


Carrier 

AIR  CAN* 00  022 07592152  -  /MB 
YELLOW  CABS  EDMONTON  EDMONTON  ,AB 
YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 
JACKS  GRILL  EDMONTON  ,  AB 

PER  AG  IS  TICKETCORP  INC  CALGARY  ,  AB       ^<A^J^  ^^^^f^^ 


AIR  CAN* 00022 07 67 6 659 
CR I STALL'S  WINE  MARKET 
NORMANDS  RESTAURANT  EDMONTON  ,  AB  ^ 


EDMONTON  ,  AB  ^  jUA^f  ~  fc^&^^O-  ^T^^^^ 


515,52 


214.61 
45,0 
44  .  00 


0  y/f 


245.00 
240 .90 
692 . 99 
243 . 66 
300 .15 


BALANCE  DUE 

Expense a   in:    Canada:  2,286.16 


Foreign  s  146.01 


2,432.17 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


r 


Accounting  Service; 
1100  Harley  Cour 
10045-111  St 
Edmonton,  AJberta  T5K  2Mf 


I      PAYEE  INFORMATION  (Check  one  only) 


endor       □  Patient 


□  Employee  (EE  number 


invoice  Date  JH^uJLs j/qs 


Invoice  Number  4  KJ^Qp  \  \S 


Vendor  Number  (or  S.I.N.) 


Vendor  Name  CUU6 


Address     ftp.&foc   HOpQ    0dmnfi6£C£  Conie^r  tSTo 


City 


Province/State 


Postal 


Code  I  U 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment         ^jiL/oS  Q^rh^jL^ 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  Q-*W6 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


111    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


SO! 


~~uu5oooook 


1  < 


99  00 


3^anadian 


□  U.S. 


□  Other 


TOTAL 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name) 


(Signature) 


Approved  by       (Print  name) 


Phone  # 


Date 


Phone  # 


(Signature) 


Approved  by       (Print  name)       S~&6  llfl  dDBOT^^eJ.^ 


(Signature) 


7; 


Phone  # 


Date 


AUTHORIZATIONS  SHOULD 


ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  Ail  empfoyee  payments  wiif  be  made  electronically  based  on  payroll  banking  information. 

2)  AJ!  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 
4}     Incomplete/improperly  authorized  payment  requisitions  will  be  cet^fe^ed  without  processing 


April  2002 


f  1  Wm  miners  Uut> 

■  *  *  ^m  International 


s.17(1),  17(4)(e.l 

Account  No  : 


-  ALLAUDIN  MERALI 
P,m„«B^  ^T,„„^,  NmB„^ 


2,432.17 


2,432. 17CB 


Thank  you  for  using  your  Diners  Club  Card 
Please  make  sure  your  minimum 


'tions 
3,425.82 


3,425.82 


Statement  Date:  03  MAK  05  Page  1 

Credit  Limit  - 

Minimum  Payment 

[_  17!. 00 


payment  of  171.00  reaches  us  by  24  MAR 


OS. 


ALLAUDIN  MERALI 


S.17(l),  17(4)(g)(i) 


Points  Balance 


I       33,422  J 


03  FEB  ^5 
2  5  FEB  05 


Description 
PREVIOUS  BALANCE7 
PAYMENT  RECEIVED  -  THANK  YOU 

s.l7(l),  17(4)(e.l) 

ALLAUDIN  MERALI 


JU800-363-3333 


|  Amount 


2,432.17 
2,432.17CR 


s.17(1),  17(4)(g)(i) 


70,00 


134 


International* 


APFLICj 


Account  No  :  -  ALL AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  03  MAR  05  Page  2 


\Date 


|  Reference  No. 


!  Description 


Amount 


13  FEB  05  11731026 

14  FEB  05  11764506 
16  FEB   05  11810855 

16  FEB  05  11818029 

16  FEB  05  11829320 

16  FEB   05  1182  9322 

16  FEB   05  1183  653  5 

21  FEB  05  11953974 

28  FEB  05  12162801 
03  MAS  05 


DENVER  INT'L  AIRPORT 
DENVER  ,  CO  UNITED  STATES 

HIMSS  CHICAGO  7IL  UNITED  STATES 

HMSHOST -DFW-AIRFT  #007 

DALLAS /FT .   WO  ,  TX  UNITED  STATES 

ITZA  WRAP 

DENVER  ,CO  UNITED  STATES 
HYATT  DALLAS   ,  TX  UNITED  STATES 
HYATT  DALLAS    , TX  UNITED  STATES 
NORMANDS  RESTAURANT  EDMONTON  ,  AB 
CRISTALL'S  WINE  MASKET  EDMONTON 


NORMANDS  RESTAURANT  EDMONTON  ,AB 
ANNUAL  FEE 

BALANCE  DUE 

Expenses  in;    Canada!  1,908.99 


USD 

USD 
USD 

USD 

USD 
USD 

AB 


23  .  00 

540 . 00 
24.  00 

25.87 


Non-Responsive  156  26^ 

99.00  ^> 


Foreign:  1,516,83 


3,425,82 
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APPLICANT  COPY 


Tees,  Kelley 


From: 

Sent: 

To: 

Subject: 


Afacan,  Vicky 

Tuesday,  March  22,  2005  1 :35  PM 
Tees,  Kelley 
FW:  Diners 


Can  you  please  prepare  the  cheque  and  let  me  know 
Thanks 

Vicky  Afacan 

Senior  Director  Accounting  Services 
Phone  #  735-0502 
Fax  #  408-6656 


From:  Merali,  AJIaudin 


Please  pay  $1919.35  -  paperwork  in  for  signing.  Thanks. 
Allaudin  Merali 


Sent: 
To: 

Subject: 


Tuesday,  March  22,  2005  1:24  PM 

Afacan,  Vicky 

Diners 


Executive  Vice  President 
and  Chief  Financial  Officer 
Capital  Health 
1J2  WMC,  8440-1 12  Street 
Edmonton,  Alberta  T6G2B7 
Phone:  (780)407-3652 
Fax:  (780)  407-7556 


8.17(1),  17(4)(e.l) 


Page  1 
136 


Capital 
Health 


Payment  Requisition 


Accounting  Service; 
1100  Hariey  Cour 
10045-111  St 
Edmonton,  AJberta  T5K21W 


I      PAYEE  INFORMATION  (Check  one  only) 


endor        □  Patient 


□  Employee  (EE  number 


Invoice  Date 


invoice  Number    Zo4^4  SO  ^ 


Vendor  Number  (or  S.I.N.) 


Vendor  Name  T^t^^feS  CuUfi 


Address  GfO*    ^OOO  "  Comm6£C£    G<^T 6tATi 


OiO 


City  ~TO{2-0>j>TQ 


Province/State 


Postal  Code 


(Y\5 


Country 


If     PAYMENT  DETAILS 


Reason  for  payment  J\^J^QS    ^tAw>^J  -Q^fhu^k 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded}        □  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      O  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


□  No 


111    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


Location 
e.ff.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Totai 


GST  if 
applicable 


Total  Payment 


Jo, QiQ'IJ 


HOOO 


~n 1USOQOQ6  l> 


TO  I 


ka^ooo 


<?ooo 


fc^M  12.000 


qpoo 


fc)<3  to  0  000  O 


j  3  o  1. -13 


madian 


□  U.S. 


□  Other 


TOTAL 


IV  AUTHORIZATION! 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name) 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


1)  All  empfoyee  payments  wiil  be  made  electronically  based  on  payroll  banking  information. 

2)  AN  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  tjv  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  'returned  without  processing 


a  -t.  rtrtnn. 


|  ^"^^ Diners  Club 


International 


Previous  Balance 
I  3,425,82 


s.17(1),  17(4)(e.l) 

Account  No  : 

Payments  Received 
I  4,543. 85CR 


-  ALL AUDIN  MERALI 
Nezv  Transactions  New 
7,948,35 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  342.00  reaches  us  by  26 


Statement  Date:  04  APR  05  Page  1 
Credit  Limit  Minimum  Payment 

35,000.00  |  342.00 


ALL  AUDIN  MERALI 


s.17(1),  17(4)te)(i) 


THE  CONVERSION  OF  FOREIGN  TRANSACTIONS 
IS  BASED  ON  THE  CARD  YOU  USED  FOR  THE-; 
TRANSACTION  AND  THE1  C ARDMEMBER  ■ 

EEMENT  GOVERNING  USE  OF  THAT  CAItDv 


km**** 

j      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

|  Date 


Club  Rewards 
Points  Balance 


44,912 


1-800-363-3333 


I  Reference  No, 


Description 


Amount 


03  MAR  05 

04  APR  05 
04  APR  05 
15  MAR  05 
29  MAR  05 
04  APR  05 

23  FEB  05 
01  MAR  05 

03  MAR  05 

04  MAR  05 
04  MAR  05 


PREVIOUS  BALANCE 
IH¥ERE3T  CHARGES 

ADJUSTMENT  TRANSFER  CREDIT  FR  AC  #2  03519608 
PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -  THANK  YOU 


PAYMENT  RECEIVED  -   THANK  YOU 

s.17(1),  17(4)(e.l) 

AL  LAUD  IN  MERALI 


12473965 
12625005 

12255714 
12450066 
12590009 


HARDWARE  GRILL  EDMONTON  ,AB 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB 

UNITED  TORONTO  . ,  ON 
Traveller  t 

Ticket  no.        :      016  2225120285 


11,00 
929.52 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB 
YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 


185 . 00 
9.00 


10.00  t^^" 


tSk  Diners  dub 

   - 1  *  ■ 

Payable  at  all  chartered  banks  and  financial  institutions  in  Canada. 

zJtF  International 

Please  -write  your  account  number  on  the  front  of  your  cheque  or  money  order. 

s.17(1),  17(4)(e.l) 

Accoun  tNo:                     -  ALLA  UDIN  MERALI 

New  Balance 

Payment  Due  Date 

Statement  Date:    04  APR  05 

i 

6,830.32 

1      2  6  APR  05 

Minimum  Payment 
342 .00 


Enter  Amount  Paid 


DINERS  CLUB 
P.O.  BOX  7000 
COMMERCE  COURT  STATION 
TORONTO,    ON  M5L  1L2 

s.17(1),  17(4)(e.l) 

□00034200DOOfc.fi303Z04ebD5003 


i:DQl.lttMDDi: 
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|  |  V  Diners  Oub 


Account  No  :  -  ALLAUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  04  APR  05  Page  2 


i 

Reference  No. 

08 

MAR 

05 

12398236 

10 

MAR 

05 

12474720 

11 

MAR 

05 

12450217 

13 

MAR 

05 

12538680 

14 

MAR 

05 

12530592 

15 

MAR 

05 

12578001 

15 

MAR 

05 

12581061 

!  Description 


Amount 


NORMANDS  RESTAURANT  EDMONTON  , AB 
JACKS  GRILL  EDMONTON 


AIR  CANADA 
Ticket  no. 


,  MB 

014  2225245301 


0  0.00  '%/ 


130.72 
2 

238  .34 


TOAST  ARRIVALS  CAFE#69  EDMONTON  ,AB 

BLACKFIN  CHOPHOUSE  USD 
BOSTON  ,HA  UNITED  STATES 


16  MAR  05  125901891  t  * 
llifi/ftAR  05  1261376:L— * 


17  MAR  05 

17  MAR  05 

17  MAR  05 

17  MAR  05 


17  MAR  05 
21  MAR  05 

21  MAR  05 

22  MAR  05 
24  MAR  05 

29  MAR  05 


12629733 

12678745 
12832548 
12988388 


BLACKFIN  CHOPHOUSE 
BOSTON  ,MA  UNITED  STATES 

BARNES  &  NOBLE  #2115 
BOSTON  ,MA  UNITED  STATES 

A    AIR  CANADA  -    ,  MB 

Ticket  no.        :     014  2225315960 

HMS  HOST-ORD  AIRFT  #54 
CHICAGO  ,IL  UNITED  STATES 

THE  COLONADE  HOTEL 
BOSTON  r MA  UNITED  STATES 


USD 


USD 


370. 00 


45  .00 


38  .75 


USD 


USD 


23.13 


5.51 
456.28 

55.32  fc/ 

-    f  47.57^/ 

4,047,93  (/•f'ft^ 

28.44 


786. 04 

UNION  BANK  INN  RESTAUR  EDMONTON    —  |^Jii^^< — ^ 


966.36 


YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 

BRITISH  MIDLAND  TORONTO  ,  AB 
Traveller         :     NOT  AVAILABLE 
Ticket  no.        :     236  2225347490  2 
Date  :     17  HAS  05 

Routing/ cl asa :  XXX/XXX 
Carrier  ;  BA 


57  6.00  \/ 

47.00 
259.92 


13022523 
12725742 

12726432 

12798262 
12  83  92  68 

12957118 


YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 


AIR  CANADA  -    ,  MB 
Ticket  no.        :      014  2225376145 


AIR  CANADA 
Ticket  no. 


f  MB 

014  2225376145 


LA  SPIGA  EDMONTON  ,  AB 


AIR  CANADA  -    , MB 
Ticket  no.        :     014  2225439622 


AIR  CANADA  -   ,  MB 
Ticket  no.        :     014  222546S707 


cXj^y--  16.05 
Cy*si+*s  \()ijJkjL  Kxkjuu^j  210.01 

^^r^-JxJcJ  ,  457. 19^/ 


BALANCE  DUE 

Ejcpenses   in;   Canada:  8,591.87 


Foreign:  1,553.97 


6,830.32 
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APPLICANT  COPY 


Tees,  Kelley 


From:  Afacan,  Vicky 

Sent:  Friday,  April  22,  2005  12:50  PM 

To:  Tees,  Kelley 

Subject:  FW:  Diners 


Can  you  please  let  me  know  when  it  is  done 
Thanks 


A 


s.17(1),  17(4)(e.l) 


From:  Merali,  Ailaudin 

Sent:  Friday,  April  22,  2005  11:48  AM 

To:  Afacan,  Vicky 

Subject:  Diners 


Can  you  please  arrange  to  pay  $6,760.93  -  payment  requisition  being  sent  to  Sheila  for  approval. 


Ailaudin  Merali 
Executive  Vice  President 
and  Chief  Financial  Officer 
Capital  Health 
1J2  WMC,  8440-1 12  Street 
Edmonton,  Alberta  T6G  2B7 
Phone:  (780)407-3652 
Fax:  (780)  407-7556 


o^1 


Page  1 
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=s-s  Capital 
fc*=  Health 


W        APPLICANT  COPY 
Payment  Requisition 


Accounting  Service; 
1100  Harley  Cour 
10045-111  St 
Edmonton,  Alberta  T5K2M£ 


I      PAYEE  INFORMATION  (Check  one  only) 


endor        □  Patient         □  Employee  (EE  number 


Invoice  Date 


Vendor  Number  (or  S.I.N.) 


Invoice  Number     ^  O  ^^$?)   lU  5 


Vendor  Name  fh4€^S  CX<JlJ3 


Address     pp.  50>c  leoo  .-Commfa&ce  Cgrr  St^ 


City     "TSRjDO  16 


Province/State      ©  k_s  -j- 


Postal  Code 


Country 


II     PAYMENT  DETAILS 


Reason  for 


Is  this  a  contract  payment? 


Q  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  Q^WO 


If  this  Is  a  contract  payment,  what  is  the  contract  date? 


Number 


Havet  goods /services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


Q-Wb 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 

QOBOO  & 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


2V\ 
1 1 


<3GOO 

t  v 


t  < 


L  1  &5>M9 


^01 


it 


3  ~wt>  Mi 


tedf 


so  bn. ^-R 


□  Canadian 


□  U.S. 


□  Other 


TOTAL 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)      -^f?  C(^^VGH^k3 


Notes: 

1)  Alt  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 

 -  

April  ZDD2 


*  *  International 


Previous  Balance 
:  6,830.32 


s.l7(l),  17(4)(e.l) 

Account  No  :  -  ALL AUDIN  MERALI 

Payments  Received      Nezv  Transactions  New  Balance 

!  6,760.93CR       j  5,144.43       !  5,213.82 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  261.00  reaches  us  by  25  MAY  05. 


Statement  Date:  03  MAY  05  Page  1 
Credit  Limit  Minimum  Payment 

35,000.00  I  261.00 


ALL  AUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


THE  CONVERSION  OF  FOREIGN  TRANSACTIONS 
IS  BASED  ON  THE  CARD  YOU  USED  FOR  THE 
TRANSACTION  AND  THE  CARDMEMBER 
AGREEMENT  GOVERNING  USE  OF  THAT  CARD . 


Club  Rewards 
Points  Balance 


[ 


54,893 


f      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at  1-800-363-3333 


Date 


j  Reference  No. 


Description 


Amount 


04  APR  05 
03  MAY  05 
27  APR  05 

17  MAR  05 
30  MAR  05 
05  APR  05 
0  6  APR  05 
07  APR  05 
11  APR  05 


PREVIOUS  BALANCE 
INTEREST  CHARGES 


6,830.32 


163 . 62 


13273303 
13059449 
1323120B 
13256863 
13273319 
13427738 


PAYMENT  RECEIVED   -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALL  AUDIN  MERALI 

YELLOW  CABS  EDMONTON  EDMONTON  ,  AB    —  CesiL — /U^fcw^  L*J&-r^ 
JACKS  GRILL  EDMONTON  ,  AB  jLL>^-^  (Z^Ji  H 
JACKS  GRILL  EDMONTON  ,  AB 
FAIRMONT  HOTELS  EDMONTON 
LA  SPIGA  EDMONTON  ,AB 


6,760. 93CR 


WEST  JET  AIRLINES  CALGARY  rKB 
Traveller         :     MERALI /ALLAUDXN 
Ticket  no.        :  CYCHDX 
Date  :     13  APR  05 

Routing/class:  ¥TfJ/YEG 


hWk  Diners  Qub 

F*  International 


New  Balance 
5,213 .82 


Minim um  Pa yment 
261. 00 


Payment  Due  Date 
2  5  MAY  05 


En  ter  Amoun  t  Paid 


Payable  at  all  chartered  banks  and  financial  institutions  in  Canada. 

Please  zvrite  your  account  number  on  the  front  of  your  cheque  or  money  order. 

s.l7(l),  17(4)(e.l) 

Account  No ;  -  ALLAUDIN  MERALI 

Statement  Date:    03  MAY 05 

DINERS  CLUB 
P.O.   BOX  7000 
COMMERCE  COURT  STATION 
TORONTO,    ON  M5L  1L2 

S.17(l),  17(4)(e.l) 

0DDDEtjlDDDDDS213flEDS2SDSDD3 


J  I M  Umers  Club 

O  wMm  International' 


Account  No  :  -  ALL AUDIN  MERALI 

.  s.17(1),  17(4)(e.l) 


Statement  Date:  03  MAY  05  Page  2 


[Date 


\  Reference  No. 


Description 


12  APR  05  13463047 


13  APE  OS 
15  APE  05 
19  APR  05 

19  APR  05 
2  0  APR  05 
21  APE  05 
21  APR  05 

25  APE  05 

26  APR  05 


13456593 
13574942 
13595905 

13648478 
13  693441 
13710398 
13735535 
13814805 
13621562 


Amount 


WEST  JET  AIRLINES  CALGARY  ,AB 
Traveller         :     MERALI/ ALL ATOIK 
Ticket  no.        :  CYCHDX 
Date  :     13  APR  os 

Routing/ class:  YYJ/YEO 

DUWSMUIR  LODGE  SIDNEY  ,  BC     ^  P- 

IL  POETICO  RESTAURANT  EDMONTON  r  AB  *JLt*~vJL-t^ 

AIR  CANADA   -    ,MB  jQ3X#LAAj 
Ticket  no.        :      014  2225737594  C**> 


17.29CE 


28.19 
48.00 
756.34 


NORMANDS  EES  TAURANT  EDMONTON 


144. 12  ^ 
44.00 


FAIRMONT  HOTELS  EDMONTON  , AB  jgJ^J   J^-  £>~-^  (jo^iX^^ 
JACKS  GRILL  EDMONTON  ,AB      jiX*^-  £JLgt~  ^/ 

CHARACTERS  RESTAURANT  EDMONTON  ,  AB  6*^^  y  j^OdL^f  618. 75V. 

LA  SPIGA  EDMONTON  ,AB    R  L  (D>uU^£^  ^  1,5„.54  j/ 


AIR  CANADA 
Ticket  no. 


014  2225848851 


BALANCE  DUE  ^^JX^ 
Expenses  in:   Canada:  4,980.61  — <s*-»-t*— 


5,213.82 


3&< 
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Agfa  Inc. 

kGFA  ♦  — -  *  -  s»  s.  is. 

05    05  05 


APPLICANT  COPY 

ATE  ■"   ^v.no  *jn. 


PARTNER  NO. 
jio  DB  FOURNISSEUR 

US62Q3.1877 


PAY  -  PAYBZ 


*  fnrtv  seven  and  93/10*  Dallars 
Four  thousand  forty  seye 


TO  THE 
0RDBU 

DB 


CAPITA  HEALTH 

8440-ll2  STREET  ^  ^ 

EDMONTON 

CANADA 


PER 

PAR 


CHEQUE  NO-  08066104 

gjifeQUE  No  00000037 

AMOUNT  -  MONtANT 


;  Agfa 


n-DDDflOC&lDM'  itO I  2-DQM:. 


u>      S6  71'1 


V™  lies  Dcud."  Av=.«  ».cnd«S*r 


Agfa  Inc. 

77  Bclfield  Road 

Toronto,  Ontario  M9W  JG6 


na  Mo  Yr  Reference 
^    1    An  Inference 

22/04/2005  MAY  2005 


PARTNER  NO. 

No  DE  FOURNISSEUR 

US62031877 


CHEQUE  NO.    080661 04 

CHEQUE  Wo 


Gross 
Brut 


Discount 
Escompte 


Net 


4,047.93 


4,047.93 


Sum  total 
08066104 


4,047.93 
144 


4,047.93 


Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
1100  Hariey  Court 
10045-111  St 
Edmonton,  Alberta  T5K  2M5 


I     PAYEE  INFORMATION  (Check  one  only)  p^endor        □  Patient         □  Employee  (EE  number 


invoice  Date 


Oci 


Invo 


ice  Number   ^  ^fcgs  Cl-M.6 


Vendor  Number  (or  S.J.N.) 


Vendor  Name 


Co 


Address) 


<?o,6 


City 


Province/State 


6nt.. 


Postal  Code 


Country 


PAYMENT  DETAILS 


Reason  for  payment 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        □  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


BaE  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


l^to-  Ufa. 


'         TOTAL  $ 


r^  Trfc^ 

□^Canadian  Upas. 


□  Other 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name) 

Phone#  3b5a 

(Signature) 

Approved  by 

(Print  name) 

Phone#  -^s^ 

(Signature) 

Da,teIM  ri/o* 

Approved  by 

(Print  name)  ^ 

PhoniC)ol  iy<*> 

(Signature)  f 

Date 

AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)     AJ!  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2}    Ail  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  incomplete/improperly  authorized  payment  requisitions  will  be  ref^fjtf  without  processing 


April  2002 


Capital 
"  m=rj=  Health 


,  Accounting  Services 
-J     1100  Harley  Court 
10045-111  St. 
Edmonton,  Alberta  T5K2M5 


I     PAYEE  INFORMATION  (Check  one  only)  Q^ndor        □  Patient        □  Employee  (EE  number  ) 


invoice  Date 


Vendor  Number  (or  SJ.N.) 


invoice  Number 


Vendor  Name 


Address 


Province/State 


Postal  Code 


City 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment 


Is  this  a  contract  payment? 


PO# 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded}  S^Nb 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


EHio 


Hi    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


Bal  Unit 
e.g.  201 


(Departments  must  provide  Complete  Coding) 


Location 
e.g.  9000 


Functional  Centre 
ftg.  71 135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


\\\5  ooooon  b 


\\~b.oo 


1  ,^.5a.oq 


M  5  ooo  do 


[  ,04  3.  as 


1 ,043-3-5 


GUCai 


anadian 


□  U.S. 


□  Other 


TOTAL 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name) 


(Signature) 


Approved  by       (Print  name) 


(Signature) 


Approved  by       (Print  name) 


Phone        -  3  bS^ 


Date 


(Signature) 


Phone # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 


1}  AN  employee  payments  will  be  made  electronically  based  on  payroll  banking  information, 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services,  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing, 

3}  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week, 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


Aprrt  2002 
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APPLICANT  COPY 


I  |  m  Diners  Club 


1 International* 


s.17(1),  17(4)(e.l) 

Account  No : 


;Jiiliilflll 


Previous  Balance 
I  10,648.81 


-  ALL AUDIN  MERALI                                    Statement  Date:  03  NOV  05  Page  1 
Payments  Received      New  Transactions           Netu  Balance                 Credit  Limit                          Minimum  Payment 
10,648.81CR       |  9,391.32      |  9,391.32      |  40,000.00  |  470.00 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  470.00  reaches  us  by  25  NOV  05. 


ALL  AUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


PLEASE  Pim  ENCLOSED  SPECIAL:  OFFERS 

With  via;  VRAI.L-  Canada,  \  in^ercontxnental  : 


Club  Rewards 
Points  Balance 


102,261 


For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 


1-800-363-3333 


\Date 


03  OCT  05 
03  NOV  05 
21  OCT  0  5 
24  OCT  05 


|  Refe 


ference  No. 


26  SEP  05  19546462 


3  0  SEP  05 
3  0  SEP  05 

30  SEP  05 


19190049 
19263202 

19263207 


|  Descriptii 


on 


PREVIOUS  BALANCE 

INTEREST  CHARGES 

PAYMENT?  RECEIVED   -  THANK  YOU 

PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

A  L LAUD  IN  MERAL  I 

BRITISH  MIDLAND  TORONTO  ,AB 
Traveller         :     WOT  AVAILABLE 
Ticket  no.        :     236  223  87653  81  6 
Date  :     26  SEP  05 

Routing/ class :  YYZ/LHR 
Carrier  t  BA 


DIGITAL  COMMUNICATIONS  EDMONTON  ,AB  —  fejL?^Jti5U£^>^  ^p^iXiUVj 


AIR  CANADA 
Ticket  no. 


014  2238678487 


AIR  CANADA  - 

Ticket  no.        :      &14  2238745804 


Amount 


147 


10,648.81 

11,60  — 
6,128.  78CR 
4, 520. 03CR 

106.22  ! 


32. 10 


i  jmers  laud  m 
biternationaT 


Account  No  :  -  ALL  AUDIN  MERALI 

s.17(1),  17(4)(e.l) 


Statement  Date:  03  NOV  05  Page  2 


Date 


|  Reference  No.  |  Description 


Amount 


30  SEP  05  19304429 

30  SEP  05  19304430 

04  OCT  05  19319137 

05  OCT  05  19300370 

05  OCT  05  19303757 


05  OCT  05  19334854 


LIMOJET  CORP.  SEDAN  &  L  CALGARY  ,  AB  ^  \\  -fco  dUuJ^&d  — 
LI  MO  JET  CORP,  SEDAN  &  L  CALGARY  ,AB 
C  D  HOWE  INSTITUTE  TORONTO  ,ON 


THE  AUIiD  DUB  LINER  EUR 
DUBLIN  ,IR  REPUBLIC  OF  IRELAND 

WH  SMITH  GBP 
HEATHROW  T2    ,  GB  UNITED  KINGDOM 


MERE  ION  HOTEL  EUR 
DUBLIN  2   .IS  REPUBLIC  OF  IRELAND 


100.00 


s.17(1),  17(4)(g)(i) 


1,329  .55 

s.17(1),  17(4)(g)(i) 


12.22 


10  OCT  05  19505236 

11  OCT  05  19619507 
13  OCT  05  19604511 


13  OCT  05 

13  OCT  05 

14  OCT  05 
14  OCT  05 
17  OCT  05 
19  OCT  05 
21  OCT  05 
21  OCT  05 
21  OCT  05 
21  OCT  05 
21  OCT  05 
21  OCT  05 
23  OCT  05 


19631668 
19636094 
19669329 
19783363 
19963122 
19929135 
20026466 
20026310 
19995090 
19997026 
20234019 
20377492 
2.0043353 


23  OCT  05  20071799 
23  OCT  05  20069888 


RED' S  BISTRO   &  BAR  TORONTO  ,ON 


AIR  CANADA 
Ticket  no. 


,MB 

014  2262537702 


TAXI  &  LIMO  PAYMENT  MISSISSAUGA  ,ON  ^Cu^&J  Ju^^ 

JACK'S  GRILL  EDMONTON  , AB  —  ^>SiLtf— *sl©0/ 
FAIRMONT  HOTELS  TORONTO  ;ON  — 

TAXI  &  LIMO  PAYMENT  MISSISSAUGA  /ON    ^J^G"1^  O^fl&ji 
OUT  OF  PROVINCE/COUNTR  800-8  67-2240  ,ON^W^^CU^<^ 
YELLOW  CABS  EDMONTON  EDMONTON  ,  AB  _  J 

NORMANDS  RESTAURANT  EDMONTON  ,  AB  ~ ^  G^J&^T 
THE  WE 5 TIN  CALGARY  F/D  CALGARY  , AB    l2-*n^~  ffJ>}^  ^^o^^ 


THE  WE  ST  IN  CALGARY  F  &  CALGARY  ,  AB 

LIMOJET  CORF. SEDAN  &  L  CALGARY 

FINANCIAL  EXECUTIV*ZNT  TORONTO  ,ON 

YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 

ALASKA  AIRLINES  CALGARY  ,  AB 

MORTON'S  OF  CHICAGO  USD 
CLEVELAND  ,OH  UNITED  STATES 


,  AB  <^&\*Ls 


85.  00 


PALLISER  HOTEL  CALGARY  , AB 

TOAST  ARRIVALS  CAFE#69  EDMONTON  ,  AB 


S.17(l),  17(4)(g)(i) 


25  OCT  05  20129593 


s.17(1),  17(4)(g)(i)  ^J^l 


HMSHOST  -  CLE  -  AIRPT  #043 
CLEVELAND  ,OH  UNITED  STATES 


USD 


14.00 


a 


16.83 


Please  see  reverse  for  further  transactions- 


148 


umers  k^iud 
International* 


Account  No  :  -  ALL AUDIN  MERALI 

s.17(1),  17(4)(e.l) 


Statement  Date:  03  NOV  05  Page  3 


Date 


Reference  No. 


25  OCT  05  20129591 


25  OCT  05  20184350 


26  OCT  05  20143144 

26  OCT  05  20333504 

28  OCT  05  20367837 

30  OCT  05  20319628 

31  OCT  05  20368663 


Description 


HMS  HOST-ORD  AIR FT  #59 
CHICAGO  ,IL  TINT  TED  STATES 


USD 


UNITED  E-TKT    , IL  UNITED  STATES  USD 


Traveller- 
Ticket  no. 
Date 

Routing/claaa 
Carrier 


MERALI/ALLADDINMR 
016  4066638074 
2  5  OCT  05 
XAA/XAA 
UA 


MARRIOTT 

CLEVELAND  / OH  UNITED  STATES 


USD 


11*  09 


100. 00 


OP* 


609.72 


Amount 


13  .33 


1/ 


119.45 


45.  00 


IL  PORTICO  RESTAURANT  EDMONTON  ',  AB 


AIR  CANADA  *-    ,  MB 
Ticket  no.        :      014  2262  683928 


s.17(1),  17(4)(g)(i) 


LIMOJET  CORP,  SEDAN  &  L  CALGARY  ,AB 

ALBERTA  CO-OP  TAXI  LIN  EDMONTON  , AB  ^Pf\J^ 


BALANCE  DUE 

Expenses  in:   Canada:    5 r 87 0*30 


Foreign:  3,509.42 


149 


APPLICANT  COPY 


if* 

Tees,  Kelley 


From: 

Sent: 

To: 

Subject: 


Afacan,  Vicky 

Thursday,  Member  17,  2005  9:35  AM 
Tees,  Kelley 
FW:  Diners 


Kelley 

Can  you  please  process  and  let  me  know 
Thanks 

 Original  Message  

From:   Merali,  Allaudin 

Sent:    Thursday,   November  17,    2005   9:21  AM 
To:  Afacan,  Vicky 
Subject:  Diners 

(Sari  Jrom  plf;as)e  p:a>y-  $i#18.  72 .  Paperwork  in  for  signing.  The  $5,000  advanced  will 
continue  to  be  a  deposit  to  avoid  any  interest  charges.  Thanks. 

Allaudin  Merali 
Executive  Vice  President  & 
Chief  Financial  Officer 
Capital  Health 
1J2  WMC,    8440-112  Street 
Edmonton,   AB     T6G  2B7 
Phone:      (780)  407-3652 
Fax:      (780)  407-7556 
amerali@cha . ab . ca 


1 
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Capital 
Health 


mon 


Accounting  Services 
)/  HOOHarleyGourt 
10045-111  St 
Edmonton,  Alberta  T5K  2M5 


I     PAYEE  INFORMATION  (Check  one  only) 


invoice  Date 


Vendor  Number  (or  S.I.N.) 


Vendor        □  Patient        □  Employee  (EE  number  ) 


invoice  Number    ^O^MSC)  \  US 


Vendor  Name 


Address 


Province/State 


Postal  Code 


II     PAYMENT  DETAILS 


City 


Country 


Reason  for  payment 


Is  this  a  contract  payment? 


PO# 


ED  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)  Q^fic 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Have  goods  /  services  been  received?      □  Yes,  When? 


Number 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  □  Yes  Qh4d 


IH    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


3LOV 


Location 
e.g.  9000 


Qooo 


Functional  Centre 
e.g.  71135050044 


~»  ^  U6O0QQO  4 


qOOQ 


~1  A  ^^SOQOofeh 


Account 
e.g.  69500001 


Expense 
Sub-Total 


US.OQ 


GST  if 
applicable 


Ul  5  OOP  fl<3 


Canadian      □  U.S.  -    O  Other 


TOTAL 


IV  AUTHORIZATION 


Total  Payment 


\  \5.oo 


(ot 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  UlSIf  ^ " 


Requisitioned  by  (Print  name) 


AUTHORIZATIONS  SHOULD  Be/n  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1}    Ad  employee  payments  will  be  made  ejectronicaiiy  based  on  payroll  l_ 
2)    All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Sen/ices.  Cheques  wii^NOT  be  pulled  and  returned  to  departments  for  mailing 
3}    Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY  4:00  p.m.  will  be  processed  that  week 
4)    Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 

April  2002  ~      ~~  ~TZZ   '  
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Date 

Reference  No. 

L~- —  " 

03 

NOV 

05 

17 

NOV 

0,5 

22 

NOV 

05 

22 

NOV 

U  3 

26 

OCT 

05 

20529750 

27 

OCT 

05 

20725026 

27 

OCT 

□  5 

20725027 

31 

OCT 

05 

20450084 

05 

NOV 

05 

20584208 

07 

NOV 

05 

20633419 

16 

NOV 

05 

20936821 

16 

NOV 

05 

20950596 

21 

NOV 

05 

21235642 

21 

NOV 

05 

21465297 

21 

NOV 

05 

214652  9  9 

22 

NOV 

05 

21216263 

22 

NOV 

05 

21234472 

22 

NOV 

05 

21259357 

22 

NOV 

05 

21465296 

26 

NOV 

05 

21331364 

26 

NOV 

05 

21366661 

Amount 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED 
PAYMENT  RECEIVED 
PAYMENT  RECEIVED 

AL  LAUD IN  MERALI 


THANK  YOU 
THANK  YOU 


~  THANK  YOU 

s.17(1),  17(4)(e.l) 


9, 391.32 
5,  0  00  -  0  0CR 
571, 6 OCR 
8, 819 .72CR 


YELLOW  CABS  EDMONTON  EDMONTON  ,  AB  0^^^^^^ 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB 
YELLOW  CABS  EDMONTON  EDMONTON  ,AB 

CAPITAL  TAXI  LINE  EDMONTON  ,  AB  •  ,  ^ 
SPIRITS  IN  OLIVER  SQUA  EDMONTON  /  AB  -  ^(^^ 


LA  SPIGA  EDMONTON  ,AB 
FAIRMONT  HOTELS  OTTAWA  ,ON^S| 


AXE  CANAD& 
Ticket  no. 


,HB 

014  2263044588 


s.17(1),  17(4)(g)(i) 

TicKet  no.        :  ^40-^-1309       ^  . 

YELLOW  CABS  EDMONTON  EDMONTON  ,  AB      /     £^^J  \0^mJ 

(        A-3^±T*  le.ootv^ 

130  .  00 


AIR  CANADA  -  ,MB 
Ticket  no.        :      014  22C2953 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB  3 
FAIRMONT  HOTELS  EDMONTON  ,AB     ~~  <SDMf^ 
SORRENTINO'S  DOWNTOWN  EDMONTON  ,  AB 
FAIRMONT  HOTELS  EDMONTON  ,AB 
YELLOW  CABS  EDMONTON  EDMONTON  ,AB 


18  .  00 
16 


PALM  REST 

CHICAGO   ,IL  UNITED  STATES 


145 .00 
18,  00^/ 


23  .00 


27  .52 


FAIRMONT  HOTELS  TORONTO  ,ON 


508 . 16 
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i  Diners  Club 
]  International 


ST:-:.-"; 


Account  No  ;  -  ALLAUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  02  DEC  05  Page  2 


Date 


I  Reference  No.  [  Description 


Amount 


26  NOV  05  21366170 


27  NOV  05  21357942 


28  NOV  05  21408820 


29  NOV  05  21449488 


30  NOV  05  21495891 


30  NOV  05  21495893 


UNITED  CANADA  ,IL  UNITED  STATES       USD  A 


Traveller 
Ticket  no; 
Date 

Rou ting/class 
Carrier 


MERALI  /ALLAUDINMR 
016  4066172003 
2  6  NOV  05 
XAA/XAA 
UA 


WALGREEN  00002Q39 
CHICAGO   ,  IL  UNITED  STATES 

LEVY  ©MCCORMICK  PLC  M 
CHICAGO    ,IL  UNITED  STATES 

LEVY  ©MCCORMICK  PLC  M 
CHICAGO   ,  IL  UNITED  STATES 

HMS  HOST-ORD  AIRPT  #10 
CHICAGO    ,IL  UNITED  STATES 

HMS  HOST-ORD  AIRPT  #59 
CHICAGO   ,IL  UNITED  STATES 


BALANCE  DUE 

Expenses  in: ' Canada*  3,379.37 


USD 


USD 


USD 


USD 


USD 


100. 00 


5  .  06 


10.75 


8.25 


5.  04 


3  .  95 


119 .51 


6.06 


^si^  i2-85 

6.03 


L73  .Zp^ 


1,434. Q3CR 


Foreign;  186.55 


170-97) 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


S  Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  3-Jan-06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.I.N.) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Dec/05  Charges  -  A.  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of contract  if not  previously  forwarded)  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


ia  no 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT)  (Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if 
applicable 

Totai  Payment 

201 

9000 

71115000006 

62414000 

$1,081.92 

$1,081.92 

201 

9000 

71115000006 

62410001 

86.00 

86.00 

201 

9000 

71115000006 

69600000 

1,276.51 

1,276.51 

201 

9000 

00000000000 

04171057 

1,500.00 

1,500.00 

Qooo 

n\\  1600000  k 

^  Canadian 

□  u.s. 

□  Other 

TOTAL  ► 

■ 

IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 

Phone  #  407-3652 

(Signature)           ^  Cck^^>-> 

Date  27-Jan-06 

Approved  by       (Print  name)  Allaudin  Merali  " 

Phone  #  407-3652 

(Signature)         J^JwJL^  ^KtswJy_ 

Date 

Approved  by       (Print  name)  Sheila  Weaiherill 

Phone  #  407-8008  , 

(Signature)  ^^^jJLjaJ 

AUTHORIZATIONS  SHOULD  BE  I^ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  Ail  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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■i»   APBUG^NT  COPY 

— — —   j.^_-^«rv  vaoYuiiici  j^iviLt:  line  at 


02  DEC  05 
19  DEC  05 
19  DEC  05 


[Refi 


^erence  No. 


DescHption 


30  NOV  05  21519207 


3  0  NOV  05 
02  DEC  05 
02  DEC  05 
05  DEC  05 
05  DEC  05 
05  DEC  05 

07  DEC  05 

08  DEC  05 

08  DEC  05 

09  DEC  05 
13  DEC  05 
16  DEC  0  5 

20  DEC  05 

21  DEC  05 
3  0  DEC  05 


21857469 

21570034 

21660221 

21700751 

22186585 

22405797 

21794278 

21826926 

21861020 

21887042 

22048032 

2215S431 

22323444 

22322128 

22533001 


PREVIOUS  BALANCE  ™  — 

PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -  THANK  YOU 

s.l7(l),  17(4)(e.l) 

ALLAUDIN  MERALI 


\ 


FAIRMONT  HOTELS 
CHICAGO  ,IL  UNITED  STATES 

YELLOW  CABS  EDMONTON  EDMONTON  ,AB  C*J~ 
EARL'S  CAMPUS  EDMONTON  ,  AB 

NORMANDS  RESTAURANT  EDMONTON  7AE   4^J—  CU 
HARDWARE  GRILL  EDMONTON  ,AB  j£L^^ 
YELLOW  CABS  EDMONTON  EDMONTON 
YELLOW  CABS  EDMONTON  EDMON 

CHARACTERS  RESTAURANT  EWQNRW  ,^^<n^^^A^ 
LA  SPIGA  EDMONTON  ,AB      <£&uJ  ,  ^ 

TAX I TAB  INC  OTTAWA  ,ON 

FAIRMONT  HOTELS  EDMONTON  ,  AB  -L  ,  J  -  Fa^Jtfcj 
FAIRMONT  HOTELS  EDMONTOK  ,AB 
FAIRMONT  HOTELS  EDMONTON  ,AB  ~Lv~J_  _ 
PACKRAT  LOUIE  EDMONTON  ,  AB  J&X^  ^ 


0 

NORMANDS  RESTAURANT  EDMONTON  ,AB  $uL^  _r 
I CAEW- POSTAL 

MILTON  KEYNES    ,GB  UNITED  KINGDOM  P 


UK 
153  -00CA  0 


Amount 


1/43  4. 08CR 
302  .23CR 
3,2  63  T'69CR 

1,048.92  .  ? 
48.00 

73.00  ^ 

30.09 

290.00 
18.00 
20.00 
1,500,00 
310.00 
33.00  t/^ 
57,00  fc^*^ 
48.00 
65.00 
200  .  00 
2  03.42^  * 
313 .56 


651^2 


BALANCE  DUE  ^fj^^ 


s.17(1),  17(4)(g)(i) 
I  


90.69CR 
•/.. 
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International^ 


s.17(1),  17(4)(e.l) 

,:  v  Account  No:  -  ALL  AUDIN  MERALI 

Previous  Balance  Payments  Received      Neru  Transactions  Nezv  Balance 

|      1,434, 08CR  , J  3,5  65.92CR       |  4,909.31       |  90.69CR 


Statement  Date:  03  JAN  06  Page  1 
Credit  Limit  Minimum  Paymen  t 

40,000.00  I  0,00 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


CLUB  ;  REWARDS  HAS  BEEN  VOTED'  BEST  CARD 
PROGRAM  BY'  FREQUENT.  TRAVELLERS  FOR 
8  .  CONS  E  CUT  I VE  YEARS .   YOU  CAN  .  VOTE  :.&T 
FREDD I E AWARDS -  COM  FROM  FEB .    1-28,   2 00  6 . 


Club  Rewards 
Points  Balance 


110,736 


j      For  statement  enquiries,  please  call  our  toll-ii ee  Cusiomei  Service  line  ai  1-800-363-3333 


\Date 


02  DEC  05 
19  DEC  05 
19  DEC  05 

3  0  NOV  05 

3  0  NOV  05 
02  DEC  05 
02  DEC  05 
05  DEC  05 
05  DEC  05 
05  DEC  05 

07  DEC  05 

08  DEC  05 

08  DEC  05 

09  DEC  05 
13  DE  C  05 
16  DEC  05 

20  DEC  05 

21  DEC  05 
3  0  DEC  05 


I  Reference  No. 


21519207 

21657469 

21570034 

21660221 

21700751 

22186585 

22405797 

21794278 

21826926 

21861020 

21887042 

22048032 

22155431 

22323444 

22322128 

22533001 


Description 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED   -   THANK  YOU 
PAYMENT  RECEIVED   -   THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 


FAIRMONT  HOTELS 
CHICAGO   ,IL  UNITED  STATES 


\ 


YELLOW  CABS  EDMONTON  EDMONTON  fAB   C^J^  (Xa^C^qA  CM 

EARL ' S  CAMPUS  EDMONTON  , AB 
.  NORMANDS  RESTAURANT  EDMONTON  ,AB  ~iLu^J~^  C  U 

HARDWARE  GRILL  EDMONTON  f  AB    j£b-yJi^  -j 

YELLOW  CABS  EDMONTON  EDMONTON 

YELLOW  CABS  EDMONTON  EDMONTON  O 

CHARACTERS  RESTAURANT  EDMONTON  ,  AB  ^VjTKAo 
LA  SPIGA  EDMONTON  ,AB      (^(t*jd  (jL^^. 
TAX  I TAB  INC  OTTAWA  ,ON 
FAIRMONT  HOTELS  EDMONTON  ,AB 
FAIRMONT  HOTELS  EDMONTON  f  AB 

FAIRMONT  HOTELS  EDMONTON  ,AB  -Ll^J-  C  

PACKRAT  LOUIE  EDMONTON  ,AB  (j  CHol  C 

NORMANDS  RESTAURANT  EDMONTON  , AB 


\ 


Amount 


I CAEW-  POS  TAL  GBP 
MILTON  KEYNES    ,  GB  UNITED  KINGDOM 


153 . 00 


1,434 . 08CR 
302  .23CR 
3,2  63  .G9CR 

1,048.92^ 


48 

.  00 

73 

.  00 

30 

.  09 

290 

.  00 

18 

.  00 

t/ 

20 

00 

500. 

00 

310, 

00 

33. 

00 

57  . 

00 

46  . 

00 

V 

65  , 

00 

200 . 00 


203  .42 


. 313 .56 


651^52 


&s**l 


BALANCE  DUE  ^^J^^ 


l\P\0%%  \  s'17(1)' 17(4)(g)(i) 


90.69CR 


Capital 
Health- 


APPLICANT  COPY 


Payment  Requisition 


\y  Accounting  Services 

1 0th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


El  Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  17-Feb-06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.I.N.) 


Payee  Name  Diners  Club 


Address  P,0.  Boor  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


fl     PAYMENT  DETAILS 


Reason  for  payment  Jan/06  Charges  -  A.  Merali 


PO# 


is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        E  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


HE    EXPENSE  COOES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$823.87 


$823.87 


201 


9000 


71115000006 


62410001 


26,00 


26.00 


201 


9000 


71115000006 


62412000 


935.90 


935.90 


201 


9000 


71115000006 


6960000 


143.96 


143.96 


201 


9000 


71115000006 


61030000 


3,800.00 


3,800.00 


201 


9000 


71115000006 


61020006 


201.16 


201.16 


S  Canadian 


□  U.S. 


□  Other 


TOTAL 


$5,930.89 


$5,930.89 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  17-Feb-06 


Approved  by       (Print  name)  Allaudin  Merali 


Phone  #  407-3652 


(Signature)    [J^lgju^^  }Mlo^ 


Approved  by       (Print  name)  Sheila  Weaitierill 


Phone  #  407-8008 


D**XLr  -2-8/ 


(Signature) 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  wili  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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I  I      Diners  Club 


International 


s.17(1),  17(4)(e.l) 


Previous  Balance 
|  90.69CR 


Account  No  :  -  ALL AUDIN  MERALI 

Payments  Received      New  Transactions  New  Balance 

I  0-00       I  11,156.30      |  11,065.61 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  553.00  reaches  us  by  24  FEB  06. 


Statement  Date:  03  FEB  06  Page  1 
Credit  Limit                          Minimum  Payment 
40,000.00  J  ^  553.00 


AL  LAUD  IN  MERALI 


8.17(1),  17(4)(g)(i) 


PB0G.RAM/ BY- FREyUKOT:  TRAVELLERS:  FOR  - 

■s  .  cpp:feCTTiyH::  years.;.:  Y  cfe '  ;canv:  vSt .  '■  Y : 


Club  Rewards 
Points  Balance 


121,892 


j      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at  1-800-363-3333 

\Date 


Reference  No.         |  Description 


03  JAN  06 


21  DEC  05  22646037 


09  JAN  06  22855579 


Amount 


PREVIOUS  BALANCE 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 

YELLOW  CABS  EDMONTON  EDMONTON  ,AB-  J\J^  ^  Uto^4 


90 . 69CE 


NORMANDS  RESTAURANT  EDMONTON 


26.  00 

fcSSonQ  .  2,15-rrolf^ 
s.17(1),  17(4)(g)(i)  (tSb& z,i&xrff 

143.96 


s.17(1),  17(4)(g)(i) 
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i  Diners  Club  ^ 
^International* 


Account  No : 


-  ALL AUDIN  MERALI 


Statement  Date:  03  FEB  06  Page  2 


\Date 


Reference  No.  Description 


Amount 


(o*nL 


i2o^cro 


11  JAN  06  22889443 


22  JAN  06  23293309 


23  JAN  06  23315642 


27  JAN  06  23606598 

28  JAN  06  23609332 

30  JAN  06  23643425 

31  JAN  06  23680279 


AIR  CANADA  -    ,  MB 

Ticket  no*        :      014  226412523  8 


ROADPOST  INC   988-290-1616  ,ON 


Time 

Duration 
To 


Bil3  :38 
0 

000736439 


823 


.97 


AIR  CANADA  -    ,  MB 

Ticket  no.        :      014  22  64317511 


201.16  ^/ 


354.34 


.0 


HY'S  STEAXHOUSE-CALGAR  CALGARY  .BC 
PALLISER  HOTEL  CALGARY 
COACH  TORONTO  ,ON 
COACH  TORONTO  ,ON 


BALANCE  DUE 

Expenses  in*   Canada:  10,458.89 


Foreign!    6  97.41 


[  11,06.5.61 
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Tees,  Kelley 


APPLICANT  COPY 


From:  Afacan,  Vicky 

Sent:  Tuesday,  February  21,  2006  7:54  AM 

To:  Tees,  Kelley 

Subject:  FW:  Diners 


Kelley 

Can  you  please  process  the  payment  and  let  me  know  when  it  is  done. 
Thanks 

 Original  Message  

From:   Merali,  Allaudin 

Sent:   Saturday,    February  18,   2006  12:42  PM 
To:  Afacan,  Vicky 
Cc:   Corrigan,  Trudy 
Subject:  Diners 

Can  you  please  pay  $5,930.8  9  -  paperwork  in  for  signing. 
Trudy/Vicky,   did  we  find  the  "lost"  statements? 


Also,   the  last  statement  does  not  show  the  payments  we  have  made  -  Trudy,   can  you  please 
check  with  the  previous  statements  -  we  have  a  deposit  of  $5,000  to  avoid  interest 
charges . 


Thanks . 

Allaudin  Merali 
Executive  Vice  President  & 
Chief  Financial  Officer 
Capital  Health 
1J2-WMC,   8440-112  Street 
Edmonton,   AB     T6G  2B7 
Phone:      £780)  407-3652 
Fax:      (780)  407-7556 
amerali@cha . ab . ca 


s.17(1),  17(4)(e.l) 


Zot  °tooo 


-M  ft  a  oi= 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


El  Vendor        □  Patient         □  Employee  (EE  number 


Invoice  Date  16-Mar-06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.KN,) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Feb/06  Charges  -  A.  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  fbrwarded)        |3  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


[X]  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$3,324.80 


$3,324.80 


201 


9000 


71115000006 


62410001 


165.00 


165.00 


201 


9000 


71115000006 


62412000 


1,546.07 


1,546.07 


201 


9000 


71115000006 


62410000 


5.00 


5.00 


201 


9000 


71115000006 


69600000 


918.48 


918.48 


201 


9000 


71115000006 


69500000 


634.00 


634.00 


201 


9000 


71115000006 


61020006 


875.36 


875.36 


Canadian 


□  U.S. 


□  Other 


TOTAL 


$7,468.71 


IV  AUTHORIZATION 


$7,468.71 

— M 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  businej 


Requisitioned  by  (Print  name)  Trudy  Corrigan 

Phone  #  407-3652 

(Signature)          ^  .  (jW^^ 

Date  16-Mar-06 

Approved  by       (Print  name)  Allaudin  Merali  ^ 

Phone  #  407-3652 

(Signature)      ^  fX^jL-^ 

Date  JlwX  \Ko/oL 

Approved  by       (Print  name)  SheilaJVeatherill  <^ 

Phone  #  407-8008  ? 

(Signati^)^^ 

AUTHORIZATIONS  SHOULp/BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 

Notes:  / 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  AJI  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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Diners  Oub  ^ 
International* 


s.17(1),  17(4)(e.l) 

Account  No  :  -  ALL AUD1N  MERALI 

Preznous  Balance  Payments  Received      Nezv  Transactions  New  Balance 

|        11,065*61  [        16,065.61CR       I  7,456.32      |  2,456*32 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  123,00  reaches  us  by  24  MAR  06. 


Statement  Date:  03  MAR  06  Page  1 
Credit  Limit  Minimum  Payment 

40,000.00  I  123,00 


ALLAUDIN  MERALI 


s.l7(l),  17(4)(g)(i) 


ENTER  DINERS  GLOB'S  DISCOVER  THE  WORLD 
SWEEPSTAKES  S IMPLY .  BY  USING  "it>U5t  :  >: 
CARD:. FOR  FULL  DETAILS  "  ANI)  RULES: :  < 
D INERSCLUBCANADA .  COM  OR  1  800  363 -3333  . 


Club  Rewards 
Points  Balance 


129,249 


For  statement  enquiries,,  please  call  our  toll-free  Customer  Service  line  at 


1-800-363-3333 


\Date 


1  Reference  No. 


Description 


Amount 


03  FEB  0  6 
08  FEB  06 
15  FEB  06 
24  FEB  0  6 
27   FEB  06 

01  FEB  06 
01  FEB  06 


02  FEB  0  6 

03  FEB  06 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED 
PAYMENT  RECEIVED 
PAYMENT  RECEIVED 


THANK  YOU 
THANK  YOU 
THAfrK  YOU 


PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 


23786572 
23786573 


23783726 
23753189 


WEST JET  AIRLINES  CALGARY  ,  AB 


WEST JET  AIRLINES  CALGARY  ,AB 


Traveller 
Ticket  no. 
Date 

Routing/class 


MERALI/ ALLAUDIN 

RZHYCL 
02  FEB  0  6 
YYC/YEG 


S 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB 


AIR  CANADA 
Ticket  no. 


,  MB 

014  2264497615 


^   \4vrv\55  Co^^ 

 %^^^\s/o^-  


11, 065 
651, 
4,257, 
5,930, 
5,225. 

12. 
194. 


110. 
663  < 


.  61 
32CR 

,  99CR 
89CR 
41CR 

3  9CR 
39 


39 


./. 


o 
o 


IV  Diners  Oub 
"Jw  International* 


New  Balance 
2,456.32 


Minimum  Payment 
123 . 00 


Payment  Due  Date 
24  MAR  06 


En ter  Amount  Paid 


— 1 

k  

Payable  at  all  chartered  banks  and  financial  institutions  in  Canada. 
Please  zurite  your  account  number  on  the  front  of  your  cheque  or  money  order, 

s.17(1),  17(4)(e.l) 

Account  No :  -  ALLAUDIN  MERAH 

Statement  Date:    03  MAR06 

DINERS  CLUB 
P.O.   BOX  7000 
COMMERCE  COURT  STATION 
TORONTO,   ON  M5L  1L2 

s.17(1),  17(4)(e.l) 

00001E30aOOOEH5b3E03EHOb003 
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( i         Diners  Club 
V^J^  International* 


Account  No : 

s.l7(l),  17(4)(e.l) 


-  ALLAUDIN  MERALI 


Statement  Date:  03  MAR  06  Page  2 


Date 


f  Reference  No. 


Description 


Amount 


03  FEB  06  23753146 

03  FEB  06  23784124 

03  FEB  06  23784125 

03  FEB  0  6  2387  8882 

06  FEB  06  23906399 

07  FEB  0  6  23  918452 
09  FEB  06  24007421 


' 24  C G7422 


09  FEB  06  24007423 

09  FEB  06  24042341 

13  FEB  06  24152707 

15  FEB  06  24222729 

16  FEB  06  24248103 

20  FEB  06  24431961 

21  FEB  06  24426508 

22  FEB  06  24444886 


24  FEB  06  24665554 

26  FEB  06  24662375 

27  FEB  06  24641090 

27  FEB  0  6  24641,091 

27  FEB  06  24702117 
03  MAR  06 


AIR  CANADA 
Ticket  no. 


,HB 

014  2264451764 


LIMOJET  CORP . SEDAN  &  L  CALGARY 
L  MO  JET  CORP ,  SEDAN  So  L  CALGARY  ,AB  ^ 


AIR  CANADA 
Ticket  no. 


t  MB 

014  2264394715 


,  ab  n     UU  ^Chuc, 


,ab  Jvi^ 


FAIRMONT  HOTELS  EDMONTON 

YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 

LIMOJET  CORP.  SEDAN  &  L  CALGARY  ,AB 

LIMOJET  CORF .  SEDAN  &  L  CALGAH  Y  ,  AD 

LIMOJET  CORP  -  SEDAN  &  L  CALGARY  ,AB 

IMPARK  03  03LOT#  0  8FEB0  EDMONTON  ,AB 

MARRIOTT  USD 
SAN  DIEGO  ,CA  UNITED  STATES 


EMS  HOST -SAN  AIRPT  #15 

SAN  DIEGO  ,CA  UNITED  STATES 

MARRIOTT 

CORONADO  , CA  UNITED  STATES 


USD 


USD 


1,393.88 


2.25  \ 

4.61  0 


380 

34 

5  0 

00 

is 

50* 

00 

156. 

00 

40. 

00 

y 

55. 

00 

55. 

00 

50  . 

00 

50. 

00 

5. 

00 

2. 

66 

5. 

46 

1,648 


on  -  CA-xx  Q^L^A^ 

ROADPOST  INC  888-2  9  0-1616    ,  ON  ^\  ^^^^Jb^^ 


CDN  INST  OF  CHARTERED  TORONTO 
JACK'S  GRILL  EDMONTON  ,AB 


Time 
Duration 
To 


8:13:38 
0 

□00736439 


THE  HIGH  RUN  CLUB  EDMONTON  ,  AB    jClc*^^  f^-^\ 
NORMANDS  RESTAURANT  EDMONTON  ,  AB  <i^~i 


AIR  CANADA 
Ticket  no. 


ATP.  CAWAEA 
Ticket  no. 


,  MB 

014  2291052871 
□14  2291052873 


HARDWARE  GRILL  EDMONTON  ,  AB 
ANNUAL  FEE 


BALANCE  DUE 

Expenses  ins    Canada i    5,7  99.25 


535.00 
225,00 

875,36  AJOM^* 

60.00  %/ 
283. 4B 
804.34 

560.34  ^/ 

310.00  yj/^ 

2,456.32 


Foreign:  1,657.07 
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APPLICANT  COPY 


Tees,  Kelley 


From: 

Sent: 

To: 

Subject: 


Afacan,  Vicky 

Thursday,  March  16,  2006  1:03  PM 
Tees,  Kelley 
FW:  Diners 


r 


Kelley 

Can  you  please  process  and  let  me  know. 
Thanks 


s.17(1),  17(4)(e.l) 


 Original  Message  

From:  Merali,  Allaudin 

Sent:   Thursday,   March  16,    2006  12:59  PM 
To:  Afacan,  Vicky 
Subject:  Diners 


Can  you  please  pay  $7,456.32, 

Allaudin  Merali 
Executive  Vice  President  & 
Chief  Financial  Officer 
Capital  Health 
1J2  WMC,    8440-112  Street 
Edmonton,   AB     T6G  2B7 
Phone:      (780)  407-3652 
Fax:      (780)  407-7556 
amerali@cha . ab . ca 


'o*-0 


Paperwork  in  for  signing.     Many  thanks. 


i64 


=^  Capital 
==  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


^  Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  18-Apr-06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.I.N,) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


PAYMENT  DETAILS 


Reason  for  payment  Mar06  Charges  A.  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        S  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


111    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$2,787.91 


$2,787.91 


201 


9000 


71115000006 


62410001 


97.00 


97.00 


201 


9000 


71115000006 


62412000 


496 JO 


496.70 


201 


9000 


71115000006 


69600000 


1,718.25 


1J18.25 


201 


9000 


71115000006 


69500000 


675.00 


675.00 


S  Canadian 


□  us. 


□  Other 


TOTAL 


$5,774.86 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  19-Apr-06 


Approved  by       (Print  name)  Allaudin  Merali 


Phone  #  407-3652 


(Signature) 


Date 


Approved  by       (Print  name)  Sheila  Weatherjfl 


(Signature) 


Phone  #  407-8008 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

t)    Ail  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


I  |  HH  Diners  Qub 

1  w-Wm  bxtematimal 


Previous  Balance 
\  2,456.32 


s.l7(l),  17(4)(e.l) 

Account  No  :  -  ALLAUDIN  MERALI 

Payments  Received      Nezv  Transactions  Nezv  Balance 

7,456.32CR       j  5,702.15      j  782.15 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  50.00  reaches  us  by  25  APR  06, 


Statement  Date:  03  APR  06  Page  1 
Cred  it  Limit  Mitt  imum  Pay  merit 

40,000,00  |  50.00 


ALLAUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


ENTER  DINERS  CLUB'S  DISCOVER  THE  WORLD 
SWEEPSTAKES :;  S I;MPLY:  BY  -tisttiG-  ;  YOUR;v  y 


Club  Rewards 
Points  Balance 


135,031 


|      For  statement  enguiries,  tjejisejgl^^^  **ne  at  1-800-363-3333 


\Date 


03  MAR  0  6 
21  MAR  06 


08  MAR  06 

08  MAR  06 

09  MAR  06 
11  MAR  06 
11  MAR  06 

14  MAR  06 

15  MAR  06 
15  MAR  0  6 


]  Reference  No. 


25071790 
25093321 
25138519 
25169762 
25169784 
25254555 
25317155 
25350323 


Description 


Amount 


PREVIOUS  BALANCE 

PAYMENT  RECEIVED   -   THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 


HARDWARE  GRILL  EDMONTON  ,  AB  ^Lc^^  ft^Xsj 
FAIRMONT  HOTELS  EDMONTON  ,AB  jGJtf^**^ 
FAIRMONT  HOTELS  EDMONTON  ,  AB 
FAIRMONT  HOTELS  EDMONTON  ,  AB 
FAIRMONT  HOTELS  EDMONTON  ,  AB 
SORRENTINO'S  DOWNTOWN  EDMONTON  ,AB 
FAIRMONT  HOTELS  EDMONTON  ,AB 

PALLISER  HOTEL  CALGARY  ,AB       QlS^u^  uX^7 


2,456.32 
7,456.32.CR 


3  fc&vr*^ 

s.i7(i), 
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|  |  n  Diners  Club 
v  Mm  international 


Account  No  :  -  ALL  AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  03  APR  06  Page  2 


[Date 


Description 


Amount 


15 

MAE. 

06 

25349391 

18 

MAE 

06 

25473196 

20 

MAR 

06 

25472153 

20 

MAR 

06 

25521127 

20 

MAR 

06 

25521126 

21 

MAE 

06 

25564859 

22 

MAE 

06 

25611920 

22 

MAE 

06 

25842567 

22 

MAE 

06 

25842568 

23 

MAE 

06 

25653936 

27 

MAE 

06 

2574B084 

27 

MAE 

06 

25798714 

27 

MAE 

06 

25932653 

29 

MAR 

06 

25842744 

NOEMANDS  RESTAURANT  EDMONTON  ,AB 


AIR  CANADA 
Ticket  no. 


,MB 

014  2291402516 


JACK'S  GRILL  EDMONTON  ,AB 
LXMOJET  CORP .  SEDAN  &  L  CALGARY 
LIMOJET  CORP.  SEDAN  &  L  CALGARY 
MURRIETA'S  EDMONTON  EDMONTON  ,AB 
IMPARK  0077LOT#  2 OMAR 0  EDMONTON 
YELLOW  CABS  EDMONTON  EDMONTON  ,AB 
YELLOW  CABS  EDMONTON  EDMONTON  ,  AB 
MADISON'S  GRILL  EDMONTON 


j 


AIR  CANADA  -  ,MB 
Ticket  iio.        :      014  2291552694 


HARDWARE  GRILL  EDMONTON  ,AB 
YELLOW  CABS  EDMONTON  EDMONTON  ,AB 


A IE  CANADA 
Ticket  no - 


,MB 

014  2291592252 


BALANCE  DUE 

Expenses  in:    Canada:  5,750.52 


Foreign:  31.63 


143.37  f 
804.34 

240,00  l/ 
50.  oo  L*y 
50  ,Q&*f 


v/ 


43.00 
4.00 

60  .  00  v/ 

20  .  00 
675.00  ^/ 
B87  .52^/ 

2  90.00  / 
13.00  ^/ 
1,  09  6  .05  t^y 


782.15 
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APPLICANT  COPY 


Tees,  Kelley 


From: 

Sent: 

To: 

Subject: 


Afacan,  Vicky 

Friday,  April  21,  2006  7:50  AM 
Tees,  Keliey 
FW:  Diners 


Kelley 

Can  you  please  process  and  let  me  know  when  the  cheque  is  ready. 
Thanks 

 Original  Message  

From:   Merali,  Allaudin 

Sent:    Friday,   April  21,    2006  7:49  AM 

To:  Afacan,  Vicky 

Subject:  Diners 

Can  you  please  pay  $5,750.52  -  paperwork  in  for  signing.  Thanks. 

Allaudin  Merali 

Executive  Vice  President  & 

Chief  Financial  Officer 

Capital  Health  J  0*  M 


1J2  WMC,    8440-112  Street 
Edmonton,  AB     T6G  2B7 
Phone:      (780)  407-3652 
Fax:      (780)  407-7556 
ainerali@cha  .  ab .  ca 


-  HA?*-*4* 


s.l7(l),  17(4)(e.l) 


2ol  °t° 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor        □  Patient         □  Employee  (EE  number 


Invoice  Date  3-May-06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.I.N.) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  MSL  1L2 


Country 


PAYMENT  DETAILS 


Reason  for  payment  Apr  06  Charges  -  A.  Merafi 


PO# 


Is  this  a  contract  payment? 


Q  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        £3  No 


if  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


T 


Bal  Unit 

e-g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$7J77.57 


$7,777,57 


201 


9000 


71115000006 


62410001 


525.00 


525.00 


201 


9000 


71115000006 


62412000 


303.12 


303.12 


201 


9000 


71115000006 


69600000 


678.00 


678.00 


201 


9000 


71115000006 


61030000 


529.65 


529.65 


9,813.34 


9.813.34 


a 


Credit 


5,782.15 


^  Canadian 


□  U.S. 


IV  AUTHORIZATION 


TOTAL 


Nik    k  H?797TPf 


I  confirm  that  the  above  Items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 

Phone  #  407-3652 

(Signature)        ^  (jb^uU^Ci-~> 

Date  18-May-06 

Approved  by       (Print  name)  Atfaudin  Merali 

Phone  #  407-3652 

(Signature)      ^^fffM^  ^fcUfc*^ 

Approved  by       (Print  name)  Sheila  Weatherill    \^(^{  \ 

Phone  #  407-8($8  7 

(Signature)  / 

DateA^3  A 

AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  ^  / 

Notes: 

1 )  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  but  by  Accounting  Sen/ices.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week, 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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|  £  WkPinen  Club 


International' 


s.17(1),  17(4)(e.l) 


APPLICANT  COPY 


Previous  Balance 
\  782.15 


Account  No  : 

Paymen  ts  Received 
I  5,782.15CR 


-  ALLAUDIN  MERALI 
New  Transactions  New  Balance 

9,813.34       !  4,813.34 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  niinimum  payment  of  241.00  Teaches  us  by  25  MAY  06. 


Statement  Date:  03  MAY  06  Page  1 
Credit  Limit  Minimitm  Pay  men  t 

40,000.00  j  241. Q0 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


ENTER  DINERS  CLUB'S  DISCOVER  THE  WORLD 
SWEEP  STAKES  SIMPLY  BY  USING  YOUR 
CARD .   FOR  FULL  DETAILS  AMD  RULES  r 
DINERSCLtJBGANApA.COM  OR  1   800  363-3333 


Club  Rewards 
Points  Balance 


144,844 


Ljfo  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

| Date  |  Reference  No,  j  Description 


1-800-363-3333 


Amount 


03  APE  06 
27  APR  06 
27  APR  0  6 

29  MAR  06 
31  MAR  0  6 
31  MAR  06 
02  APR  0  6 
02  APR  06 
05  APR  0  6 

05  APR  06 

06  APR  06 
06  APR  06 


26255507 

26077441 

26077442 

26042383 

26033098 

262  65613 

26255505 

26231200 

26231202 


PREVIOUS  BALANCE  ~™~         ~"       ~~  ~~  ~ 

PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -   THANK  YOU 

ALLAUDIN  MEHALI  (5528  2600    0070  3878) 

YELLOW  CABS  EDMONTON  EDMONTON  ,AB      (jlJbj  ^^U*^) 
YELLOW  CABS  EDMONTON  EDMONTON  , AB     (^^kMou^  <^*^ 
YELLOW  CABS  EDMONTON  EDMONTON  ,AB  C*A^Q& 
PALLISER  HOTEL  CALGARY  ,  AB        JftdLj  -  QJl^^ 
ALBERTA  CO-OP  TAXI  LIN  EDMONTON  ,AB 

BRENTWOOD  BAY  LODGE  &  BRENTWOOD  BAY  ,BC  U*^>0*M  £C^#^ 


782.15 
5,750. 52CR 
31.63CH 


YELLOW  CABS  EDMONTON  EDMONTON 
LIMOJET  CORP, SEDAN  &  L  CALGARY  ,AB 
LIMOJET  CORP. SEDAN  &  L  CALGARY   ,  AB 


20  .  00 
12  0  .  00 

60  .  00  fyS* 
193.12  if 
20.  00 
33.42 
150.  00  %^ 

60.00 

50.  00 


170 
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i  I  Diners  Club 
*  w  International 


Account  No  :  -  ALL AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  03  MAY  06  Page  2 


\Date 


!  Reference  No.  \  Description 


Amount 


08  APR  0  6  2  62  5  6X7  8 

IX  APR  06  26801579 

12  APR  06  27031016 

14  APR  06  26560498 

17  APR  06  26636057 

18  APR  06  26764769 

19  APR  06  26791641 

19  APR  06  2  6781643 

20  APR  D6  26837697 

20  APR  06  26861671 

20  APR  06  26876957 

23  APR  06  26968318 

24  APR  06  27053801 

25  APR  06  27072774 
25  APR  06  27150741 

25  APR  06  27150743 

26  APR  06  27105748 
26  APR  06  27105751 

26  APR  06  27148917 

26  APR  06  27165462 

27  APR  06  27163302 

30  APR  06  27409239 


4I4  $A 


AIR  CANADA  -  ,MB 
Traveller         :  98975680018 
Ticket  no.        :     0X4  5139975423 


CAPITAL  TAXI  LINE  EDMONTON  ,AB  ^  fljj^   ^  JL^JU*^ 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB 


AIR  CANADA 
Traveller 
Ticket  no. 


98975680019 
014  2291582322 


EARL'S  CAMPUS  EDMONTON  ,AB 
TOAST  ARRIVALS  CAFE#69  EDMONTON  ,AB 

USD 


HMS  HOST-ORD  AIRPT  #15 

CHICAGO   ,IL  UNITED  STATES 

EMS  HOST-ORD  AIRPT  #89 

CHICAGO  ,IL  UNITED  STATES 


WYNDHAM  HOTELS 

GLENVIEW  ,  IL  UNITED  STATES 


ID  U 


4.28 


40.  00 


233,17 

UBC  CONTINUING  MED  EDU  VANCOUVER  ,  B(^^^JL &^{±Zj^J&^& 
HARDWARE  GRILL  EDMONTON  ,AB 


3,588*27 


19. 00^/ 
16.00 
95.  00 

28.00 

/ 

6.09 

4.99  ^ 

46.61 

271.  70%y^^ 

529.65 
370.00 


PALM  RESTAURANT -BOS  TON1 
BOSTON  ,MA  UNITED  STATE ft 

FAMOUS  ATLNTC  FISH  CMP 

-£*4kj  USD 

BOSTON  , MA  UNITED  STATES  "fi^£MM 


1,202  .96 


1,398.91 


HMSHOST-BOS-AIR  #03 

EAST  BOSTON  ,  MA  UNITED  STATES 


AIR  CANADA 
Ticket  no. 


AIR  CANADA 
Ticket  no. 


,MB  CANADA 
014  2291361973 

, MB  CANADA 
014  22915S2252 


USD 


345. 00 


3.76 


400.82  ^/ 


4.35 


46,17  \J 


USD  -^^J^> 


FAIRMONT  HOTELS 

BOSTON  ,MA  UNITED  STATES 

FAIRMONT  HOTPL-J? 

BOSTON  ,HA  UNITED  STATES 


USD- 


USD 


10.88 


YELLOW  CABS  EDMONTON  EDMONTON 

HARDWARE  GRILL  EDMONTON  ,AB  j^  ^S^tf^^f*? 

PATRONATO  Aj^gAMfiRA  GE  EUR  <3  W^ai^ 

GRANADA  ,ES  SPAIN  C^4  * 

PESCATORE'S  FISH  HOUSE  VICTORIA  ,BC^p4  ^\J^^J^C^ 

BALANCE  DUE  )     ^  £  j-f     f  h41  - 

Expenses  in:   Canada:    6,600.89  Foreign:  3,212.45 


750.0  0 


4,813.34 
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Page  1  of  1 

APPLICANT  COPY 


Tees,  Kelley 

From:    Afacan,  Vicky 
Sent:     Tuesday,  May  23,  2006  9:21  AM 
To:        Tees,  Kelley 
Subject:  FW:  Diners  Club 

Kelley 

Can  you  please  prepare  the  cheque  and  let  me  know. 
Thanks 


From:  Corrigan,  Trudy  ^  "2-  3  -/A  A^ob 

Sent:  Tuesday,  May  23,  2006  8:21  AM 
To:  Afacan,  Vicky 

Cc:  Meralf,  Allaudin  s.17(1),  17(4)(e.l) 

Subject:  Diners  Club 

Vicky  -  can  you  make  a  payment  of  $4,797,64  to  Allaudin's  Diners. 
Documentation  in  for  sign  off, 
Thnx  OiO°U  ^ 


Trudy  n  Q  \  c  Oc 


l°v  |VS" 


Executive  Secretary  to 


Executive  Vice  President  and 
Chief  Financial  Officer 
Capital  Health 
1J2  WMC,  8440-1 12  Street 
Edmonton,  AB  T6G  2B7 
Phone:  (780)407-3652 
Fax:  (780)407-7556 


5/23/2006 
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Capital 
Health 


APPLICANT  COPX 
Payment  Requisit 


Qj&l&Ji        \Accounting  Services 
f     /  10th  Flobr,  North  Tower  CHC 
10030-107  St 
imonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATIO N  (Check  one  only) 


El  Vendor        □  Patient 


□  Employee  (EE  number  ) 


Invoice  Date  2~Jun-06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.I.N.) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Mayr  06  Charges  -  A.  Me  rail 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded)        S  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$6,808.91 


6,808.91 


201 


9000 


71115000006 


62410001 


175.00 


175.00 


201 


9000 


71115000006 


62410000 


2.50 


2.50 


201 


9000 


71115000006 


69600000 


661.11 


661.11 


201 


9000 


71115000006 


62412000 


800.69 


800.69 


201 


9000 


71115000006 


61030000 


985.89 


985.89 


Canadian 


□  U.S. 


□  Other 


TOTAL 


$9.434.10 


$9,434.10 


Pan*  »iofMo\4#"*;9 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  th 


related  only  to  Capital  Health 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  22-Jun-06 


Approved  by       (Print  name)  Allaudin  Merali 


Phone  #  407-3652 


(Signature) 


Date  : 


Approved  by       (Print  name)  Sheila  Weatherilt 


Phone  #  407-8008 


(Signature) 


AUTHORIZATIONS  SHOULD  BEJ&KACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  Ail  employee  payments  will'  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  arid  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing, 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2005 
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I  h'Wm Diners Gub 
■  "  w  international" 


s.17(1),  17(4)(e.l) 


APPLICANT  COPY  — 

STATEMENT 


Previous  Balance 
j  4,813  .34 


Account  No  : 

Payments  Received 
|  14,813.34CR 


-  ALL  AUDIN  MERALI 
Nezv  Transactions  New  Balance 

|  10,777.20      j  777.20 


Statement  Date:  02JUN06  Page  1 
Cred it  Limit  Minimum  Payment 

40,000.00  j  50.00 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  50.00  reaches  us  by  23  JUN  06. 


s.17(1),  17(4)(g)(i) 


DINERS  CLUB  WAS  RECENTLY  VOTED  THE  BEST 
AFFINITY  CARD  PROGRAM  FOR  A  RECORD- 
BREAKING  NINTH  YEAR  IN  A  ROW  AT  THE 
PRESTIGIOUS  FREDDIE  AWARDS  ♦ 


Club  Rewards 
Points  Balance 


155,621 


For  statement  enquiries,  please  call  out  toll-free  Customer  Service  line  at 

j  Reference  No.  I  Description 


1-800-363-3333 


f  Date 


03  MAY  06 
10  MAY  06 

2  9  MAY  06 

3  0  MAY  0  6 

2  6  APR  0  6 

02  MAY  06 

03  MAY  06 
03  MAY  06 

03  MAY  0  6 

04  MAY  06 
04  MAY  0  6 
04  MAY  06 


27548669 
27424789 
27524980 
2779  0175 
27962210 
27521430 
27517689 
27  615767 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED   -  THANK  YOU 
PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 


CAPITAL  TAXI  LINE  EDMONTON  ,AB  (jjA^^  ^Lg^t^  tV^) 

A  ,  BC  J 


VICTORIA  AIRPORT  SIDNEY 
FAIRMONT  EMPRESS  VICTORIA 


YELLOW  CABS  EDMONTON  EDMONTON  ,AB  *\  Jb^  ^-  ^l&^w 

s  ^ 


CAPITAL  TAXI  LIME  EDMONTON  ,  AB 
EMPRESS  TAXI  VICTORIA  ,BC  — -  C&^v-^&Jl 
RENFE  0  01  MADRID  ,ES  SPAIN  EUR 


16.05 


MARLIN  TRAVEL  EDMONTON  >  AB  _  VW^JjL-^^^J 


Amount 


4,813.34 
10, 000 . OOCR 
15.70CR? 
4,797.64CRj 


24.00 
3.37 
476.51  j/^ 
13.00 
21.00  i^/ 
55.00  j/ 
23  .  09 
456. 


174 


Diners  Qub 
International 


Account  No  :  -  ALLAUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  02JUN06  Page  2 


Date 


Reference  No. 


Description 


Amount 


06  MAY  06  27653049 


07  MAY  06  27682394 


08  MAY  0  6 

08  MAY  0  6 
06  MAY  0  6 

09  MAX  06 

11  MAY  0  6 

12  MAY  0  6 
12  MAY  0  6 
12  MAY  06 


27667729 
27666682 
27731183 
27740998 
27636242 
27892255 
27913925 
28009234 


12  MAY  06  28043933 

13  MAY  06  26009235 

14  MAY  06  28015631 

15  MAY  06  2B047797 

17  MAY  06  26318122 

17  MAY  06  28318123 

18  MAY  06  28445799 
22  MAY  06  28378048 

24  MAY  06  28636874 


25  MAY  06  28532382 

25  MAY  06  26601298 

25  MAY  06  26715399 

2  6  MAY  06  2  8715449 

29  MAY  06  28768909 


trie* 


RES  TAURANTE  CHIKITO 
GRANADA   ,ES  SPAIN 

LA  CASTELLANA  GANIVET 
GRANADA   ,ES  SPAIN 


EUR  62  .  54 

EUR        Lg^JiiO     12  -30 

GTA  NORTH  AMERICA  LONDON  ,  GB  Jlio^i-J  ^^J^^^C^ 
HOTELES  MELIA  GRANADA  ,ES  SPAIN  EUR 
N  H  MALAGA  S.A  MALAGA  ,ES  SPAIN  EUR 
PALO  COR  TAD  O  MALAGA  ,ES  SPAIN  EUR 
ECI  MALAGA  ,ES 
HOTELES  MELIA  MALAGA  ,ES 
EMPRESS  TAXI  VICTORIA  ,BC 

EUR  S^-\L^kH- 


6 

2  .77 
531.70 


CAFETERIA  ANGLADA 
MALAGA  ,ES  SPAIN 

INTEGRA  LETHBRIDGE  ,AB 


10  .25 


90.33 

17.77^/ 

690  .  00^/* 
544.05  yf 

4.02^ 
771.49  frS 

16.21  ^ 

31.16 

ss.oo'l/^ 
14.97  ^y* 


RES TAURANTE  LA  RAZA 
S EVIL LA  ,ES  SPAIN 

SHERATON  SEVILLE   ,ES  SPAIN 

AIR  CANADA  -   ,  MB 
Ticket  no.        :      014  2290460718 

YELLOW  CAB  EDMONTON 

YELLOW  CAB  EDMONTON 


-y  313.69 

47i.2i  i*y 


EUR        UjLa&tt-        883.68  1,290,70 
THE  HIGH  RUN  CLUB  EDMONTON  ,AB      c^JU^A   QMS  W{f*i*f"fe^  34.00  j/ 


rz  57.00 


ROADPOST  INC  888-2  9  0-1616  ,  ON  "^\, 
Duration  :  0 

ALASKA  AIRLINES  EDMONTON  ,AB 


34  .  00 
359,11 


Traveller 
Ticket  no. 
Date 

Rout  i tig/  c  1  as  a 

Carrier 

AIR  CANADA 
Ticket  no. 


MERALI /ALLAUDIN  MR 
027  0000229041 
06  JUH  06 

TfEG/ SEA/ OAK/  SEA/YEG 

T       T       T  T 
AS /AS /AS /AS 

,  MB 

□14  2290460863 


07  JUN  06 


( C  VJc^J  485.31 


RSNA  CONVENTION 

8  00-424-5249   , IL  UNITED  STATES 


USD 


870 . 00 

HARDWARE  GRILL  EDMONTON  ,  AB      t/-£«f*  fi^^C** 

HY'S  STEAK  LOFT  EDMONTON  , AB 


1,312 .00 


985 . 89 


IMPARK  03  54LOT#  25MAY0  EDMONTON  ,AB 


s.17(1),  17(4)(g)(i) 


% 


L 


Please  see  reverse  for  further  transactions. 


777-20  0"$^ 


a- 
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Tees,  Kelley 


APPLICANT  COPY 


From: 

Sent: 

To: 

Subject: 


Afacan,  Vicky 

Friday,  May  05,  2006  8:29  AM 
Tees,  Kelley 
FW:  Diners 


Kelley 

Can  you  please  prepare  the  cheque  and  let  me  know. 
Thanks 

 Original  Message  

From:   Merali,  Allaudin 

Sent:   Friday,   May  05,    2006  6:59  AM 

To:  Afacan,  Vicky 

Subject:  Diners 

Can  you  please  prepay  Diners  $10,000  -  this  is  to  advance  against  the  charges  being 
incurred  as  I  am  travelling  on  business.     This  will  be  signed  off  and  included  when  the 
next  statement  is  submitted.  Thanks. 

Allaudin  Merali 

Executive  Vice  President  & 

Chief  Financial  Officer  » 
Capital  Health  r  0°  i 


1J2  WMC,    8440-112  Street 
Edmonton,   AB     T6G  2B7 
Phone:      (780)  407-3652 
Fax:      (780)  407-7556 
amerali@cha . ab . ca 


1 
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capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


✓ 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


S  Vendor        □  Patient         □  Employee  (EE  number 


Invoice  Date  14-Jul~06  (DD-MMM-YY) 


Invoice  Number  204480115 


Vendor  Number  (or  S.I.N,) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  June/  06  Charges  -  A.  Merali 


PO# 


Is  this  a  contract  payment? 


□  Yes  (Attach  copy  of contract  if  not  previously  forwarded)        O  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


(3  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$81.92 


$81.92 


201 


9000 


71115000006 


62410001 


28.00 


28.00 


201 


9000 


71115000006 


62410000 


too 


1.00 


201 


9000 


71115000006 


69600000 


230.00 


230.00 


201 


9000 


71115000006 


61020006 


14.75 


14.75 


201 


9000 


71115000006 


61030000 


4f595.25 


4,595.25 


^  Canadian 


□  U.S. 


□  Other 


TOTAL 


$4,950.92 


$4,950.92 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


x 


Date  14-Jut-06 


Approved  by       (Print  name)  AHaudin  Merali 


3S 


Phone  #  407-3652 


(Signature) 


Date 


Approved  by^  ^    (Print  narpe)  Sheila  Weatherill 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SH00LD  BE  IN  ACCORDANCE  WITH  Si 


AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)    All  employee  paymenfe  will  be  made  electronically  based  on  payroll  banking  information. 
2}    AH  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services,  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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I  i  TS  Diners  Club 
I  w  Be  International 


Previous  Balance 
\  777.20 


APPLK 


s.l7(l),  17(4)(e.l) 

Account  No  :  -  ALL AUDIN  MERALI 

Payments  Received      New  Transactions  New  Balance 

|         11,343.10CR       |  4,950,92  5,614.98CR 


Statement  Date:  04  JUL  06  Page  1 
Credit  Lim  it  Mm  imtitn  Payment 

40,000,00  |  0.00 


AL  LAUD  IN  MERALI 


s.17(1),  17(4)(g)(i) 


YOU  COULD  WIN  THE  ULTIMATE  EUROPEAN 
VACATION  AND,  TEE .  OFF  WITH  AN  EXCLUSIVE 
GOLF  OFFER  .   SE5E ::  THE !  ENCLOSED  INSERT.  FOR 
DETAILS .  r  . 


Club  Rewards 
Points  Balance 


160,572 


For  statement  en<juiries/  please  call  qui  toll-free  £H£^^l£L^S£YiE£liS££L 


1-800-363-3333 


j  Date 


02  JUN  06 
27  JUN  0  6 

30  JUN  06 

31  MAY  0  6 
31  MAY  06 
14  JUN  0  6 
22  JUN  06 

2  6  JUN  06 
26  JUN  06 


|  Reference  No. 


28866647 
29161292 
29576807 
29884732 

30133614 
30166352 


Description 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED 
PAYMENT  DECEIVED 


THANK  YOU 


THANK  YOU 

s.17(1),  17(4)(e.l) 

A  L  LAUD  IN  MERALI 

U  OF  ALBERTA     26/05   12  EDMONTON 
YELLOW  CAB  EDMONTON  ,  AB 
LE  CHATEAU  MONTEBELLO  MONTEBELLO 


JACK'S  GRILL 
PERFORM  INC.  MONTREAL 


,QC  -6^Cgk^ 

EDMONTON  ,  AB  Q^~-^-»^ 


ROADPOST  INC  888-290-1616  , ON 
Duration  i  O 


BALANCE  DUE 

Expenses  in:    Canada;    4,9  5  0.92 


Amount 


777 .20 
10,000.00CR 
1,343 .10CR 

l.oo&yfci*^ 

28.00 
81.92 
14.75 


4,595.25 


5,614. 98CR 
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^=^,  Capital 
W=T=  Health 


\\/V\  ^(SLIG^T^cfe^  ^  SOOO 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  3-Aug-06  (DD-MMM-YY) 


Invoice  Number  204480115  ~Q 


Vendor  Number  (or  S.LN.) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Jun-Jui/06  Charges  -  A-  Meralt 


PO# 


Is  this  a  contract  payment? 


Q  Yes  (Attach  copy  of contract  if not  previously  forwarded)        S  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  Yes,  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$4,330.06 


$4,330.06 


capital  Maatm 


201 


9000 


71115000006 


62410001 


129.00 


129.00 


201 


9000 


71115000006 


69500000 


2,303.60  | 


2,303.60 


6  f  8  200 


201 


9000 


71115000006 


69600000 


1,108.17 


t 


1,108.17 


201 


9000 


71115000006 


62412000 


1,167.98 


AO 


counts 


^ms8 


S  Canadian 


□  U.S. 


□  Other 


TOTAL 


$9,038.81 


$9&a&81 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


x 


Merali  v 


Phone  #  407-3652 


(Signature) 


Date  15-Aug-06 


Approved  by       (Print  name)  AHaudin  Merali 


Phone  #  407-3652 


(Signature)  jXjh^ 


Date 


Approved  by       (Print  name)  She/tja  Weatheritl 


Mm)  ^LUe/ 


Phone  #  407-8008 


tNCE  4.V 


(Signatun 


Date 


AUTHORIZATIONS  SHOUU3  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE 


Notes; 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.mP  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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r 


[Date 


Reference  No. 


Description 


Amount 


04  JUL  06 
21  JUL  0  6 

21  JUN  06 

21  JUN  06 

22  JUN  06 
29  JUN  06 

29  JUN  06 

30  JUN  06 
02  JUL  06 

04  JUL  06 

05  JUL  0  6 

06  JUL  06 


30942799 

30942801 

30501706 

30800629 

30942800 

30467608 

30505084 

30502349 

31023323 

30528540 


06  JUL  06  30624766 

06  JUL  06  31074979 

07  JUL  06  30579469 


07  JUL  06 
09  JUL  06 

11  JUL  0  6 

12  JUL  06 
12  JUL  0  6 
14  JUL  06 
14  JUL  0  6 
14  JUL  0  6 


31023327 
30800831 
30822793 
30895946 
31566890 
30945138 
30937120 
31074978 


previous  a^cppiJCANT  COPY 

PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

A L LAUD IN  MEEALI 
YELLOW  CAB  EDMONTON  ,  AB 
YELLOW  CAB  EDMONTON  ,AB 
YELLOW  CAB  EDMONTON  , AB 

YELLOW  CAB  EDMONTON  ,  AB    ^)  CfiJ^i^J^-^T 


5,614 . 98CR 
4, 95  0 . 92CR 


YELLOW  CAB  EDMONTON  ,  AB  O 
MURRIETA'S  EDMONTON  EDMONTON 
PALL IS ER  HOTEL  CALGARY  ,AB 


~  c*^~  /udc^ 


13.00 
13.00 
18  .  00 
13.00 
18.  00 


YELLOW  CAB  EDMONTON  ,  AB 


WEBER  MOTORS  LTD  EDMONTON  ,AB   _  C«^- pi"-*--*- 


^442^S#  ' 


AIR  CANADA 
Ticket  no. 


□14  22S0723645  Q  " 


NORMANDY  RESTAURANT  EDMONTON  ,  AB 
YELLOW  CAB  EDMONTON  ,  AB 


AIR  CANADA 
Ticket  no. 


□14  2290723660 


©err  €*$4 


YELLOW  CAB  EDMONTON  ,  AB  —  ^t~fcj  -fVH"1"^ 

YELLOW  CAB  EDMONTON  ,  AB    CU^g3^>  JbO^-^  ~    l^M^j  -  ^^uUi^o" 
FAIRMONT  HOTELS  EDMONTON  ,  AB  -  A       U> ^jS^  fyf  /&^*™^ 

LA  SFIGA  EDMONTON  ,AB  — 

YELLOW  CAB  EDMONTON  ,AB  ~  ^^^Srir^ 

NORMANDS  RESTAURANT  EDMONTON  , AB  ^J^tgk^  fyjL  €?C££. 

CHECKER  CABS  CALGARY  , AB       CX^^^^  ~  G~^^0Wj 

YELLOW  CAB  EDMONTON  ,AB    -  |>U>^  O^^oJ  -  S4^L^ 


2,303 

.60 

13 

.  00 

600 

.  90 

159 

,44 

</ 

13 

00 

617 

69 

y 

10  . 

00 

180  . 

00 

62  . 

00 

200. 

00 

is. do  ,y 

406.23  ^ 

5o.oo 

130.00 
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.  Diners  Club 
^Mtemoiiorvc&l 


s.17(1),  17(4)(e.l)  LjAPPtJ 

Account  No  :  -  ALLAUjDIN  MER ALI 


Statement  Date:  03  AUG  06  Page  2 


\Date 


|  Reference  No. 


Description 


17  JUL  06  31007175 

17  JUL  06  31077309 

18  JUL  06  31095777 

18  JUL  06  31121382 

20  JUL  06  31177903 

21  JUL  06  31243262 
25  JUL  06  31445597 

01  AUG  06  31773  6  92 


AIR  CANADA  -  ,ME 

Ticket  no.      .  :      014  2290815630 


Amount 


TOAST  ARRIVALS  C^^tj^J  FFMW^O\*   rAB       ^}  ^fp 

ME  ASS  TRANS.    SALES  USD  ?  jQu-Gtf~ 

ORLANDO  UNITED  STATES 


FALLISER  HOTEL  CALGARY 
MARRIOTT 

ORLANDO   ,FL  UNITED  STATES 
AIR  LINKER  LIMOUSINE  CALGARY  ,AB 
YELLOW  CAB  EDMONTON  , A6 


USD 


s.17(1),  17(4)(e)(i) 

NORMANDS  RESTAURANT  EDMONTON  ,AB  Cv^ct^ 


BALANCE  DUE 

Expenses  in:   Canada:  8,668.94 


Foreign*  349.87 


3  £pX)3-u5 
40,00 

262.00 


3,355*50 


7  .  OO"4^ 
46.53  \/^ 

4£2*-«*C^ 
303*34  I*/* 
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=^-—  Capital 
Health 


APPLICANT  COPY  ^  6sf  b  q  f         *  10, n^SSfKSS 

7  10030-107  St 


Payment  Requisition 


Edmonton,  Alberta  T5J  3E4 


1      PAYEE  INFORMATION  fCtec*  one  only) 

Vendor        □  Patient         □  Employee  (EE  number  ) 

invoice  Date  5-Sep-06  (DD-MMM-YY) 

Invoice  Number  204480115 

Vendor  Number  (or  S.I.N.)  j 

Payee  Name  Diners  Ctub 

Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 

City  Toronto 

Province/State  ONT 

Postal  Code  M5L  1L2 

Country 

11     PAYMENT  DETAILS 

Reason  for  payment  Aug/06  Charges  -  A.  Merali 

PO# 

Is  this  a  contract  payment? 

□  Yes  (Attach  copy  of  contract  if  not  previously  forwarded) 

H  No 

If  this  is  a  contract  payment,  what  is  the  contract  date? 

Number 

Have  goods  /  services  been  received?      □  Yes,  When? 

□  No 

Are  original  attachments  to  be  marled  with  cheque?  (Note  2) 

□  Yes         H  No 

III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 

Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if 
applicable 

Total  Payment 

201 

9000 

71115000006 

62414000 

$2,194.14 

$2,194.14 

201 

9000 

71115000006 

62410001 

292.00 

292.00 

201 

9000 

71115000006 

62410000 

961.80 

961.80 

201 

9000 

71115000006 

69600000 

21,430.71 

1,430.71 

201 

9000 

71115000006 

61030000 

837.96 

837.96 

201 

9000 

71115000006 

66040000 

213.59 

213.59 

£3  Canadian 

□  U.S. 

□  Other 

TOTAL 

$5,930^ 

$5,930^) 

IV  AUTHORIZATION 

I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 

Requisitioned  by  (Print  name)  Trudy  Corrigan 

Phone  #  407-3652 

(Signature) 

Date  18-Sep-06 

Approved  by 

(Print  name)  Allaudin  Merali 

Phone  #  407-3652 

(Signature)  KMlU»SL 

Approved  by 

(Print  name)  Sheila  Weatheriii 

0 

8       $  /? 

Phone  #  407-8008  / 

(Signature) 

Date  C 

AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WUTH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE^  1 

Notes:  / 

1)  All  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing, 

3)  Fully  completed  payment  requisitions  received  In  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/Improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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I  I  Miners  Club 
,1  w  M3 ^International 


s.17(1),  17(4)(e.l) 


mBU 


Account  No  :  -  ALLAUDIN  MERALI 

Previous  Balance  Payments  REceived      New  Transactions  New  Balance 

j      1,527, 09CR  |  9,  038  .  8105       |  7,895,69      |  2,670,2105 


Statement  Date:  05  SEP  06  Page  1 
Credit  Lim  it  Minimum  Pa ytnen  t 

40,000.00  1  0.00 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


PLEASE  .  FIND  ENCLOSED.  A  SPECIAL!.  EDITION.: 
NEWSLETTER  ON  THE  CLUB  REWARDS  PROGRAM 
FEATURING  TIME-LIMITED  REWARDS ,  SELECT 
OFFERS  AND  PROGRAM  HIGHLI  <3HTiS 


Club  Rewards 
Points  Balance 


177,507 


Tor  siateineni  enquiries,  ]>ifcase  caii  our  toii-riee  Custotaer  Service  line  at 


1-800-363-3333 


|  Date  j  Reference  No, 

03  AUG  0  6 
22  AUG  0  6 
2  5  AUG  06 

02  AUG  06  31785977 

09  AUG  06  32221119 

10  AUG  06  32117751 

10  AUG  06  32273840 


14  AUG  06  32383246 

14  AUG  0  6  325452  83 

14  AUG  06  3282273  4 

15  AUG  06  32326667 

15  AUG  06  32446956 


15  AUG  06  32738344 

17  AUG  06  32484249 

17  AUG  06  32  6407  65 

17  AUG  06  32  63  8457 


Description 


Amount 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED 
PAYMENT  RECEIVED 


*-  THANK  YOU 
-  THANK  YOU 

s.17(1),  17(4)(e.l) 


1,527, 
32. 
9,006, 


09CR 

oecR 

73CR 


ALLAUDIN  MERALI 
JACK'S  GRILL  EDMONTON  ,AB 


HARDWARE  GRILL  EDMONTON 


s.17(1),  17(4)(g)(i) 


AIR  CANADA  --  ,MB  v 
Ticket  no.        i     014  2290915058 


BRITISH  M  EDMONTON  ,AB 


Traveller 
Ticket  no. 
Date 

Routing/class 
Carrier 


MERALI /ALLAUDIN  MR 
236  2290915090 
0  6  SEP  06 
LHR/CPH/LHR 
BD/BD 


340. 90 


LA  SPIGA  EDMONTON 
HIMS3  CHICAGO  UNITED  STATES 


,AB 


USD 


CAPITAL  TAXI  LINE  EDMONTON  ,AB  C^JL.  ftj^  _ 


UJU^  730.00 


HEALTHCARE  FNCL  MGMT  A 
WESTCHESTER  ,  IL  UNITED  STATES 

UNITED  AIRLINES  TORONTO  ,ON 

MERALI  /ALLAUDIN  MR 
016  2290915129 
21  SEP  06 

YEG/DEN/  CVQ/  DEH/YEG 

Q      Q      Q  Q 
UA/UA/^A/UA 


USD 


185 . 00 


840 
837 
14 
213 


Traveller 
Ticket  no . 
Date 

Routing/ class 
Carrier 


06  (  "cfcl*^- 


y 
y 

y 
y 


68 


96 


.00 


47 


YELLOW  CAB  EDMONTON  ,AB  —  V\\J^  AJk^jZ^ 
CHECKER  CABS  CALGARY 

BEST  WESTERN  VLiG  PK  IN  CALGARY  ,AB  ^ 

HY'S  STEAKHOUSE-CALGAR  CALGARY  ,BC      fV^K  (^J^M^i  Crf/f^ 

183 


18. 

35, 
IS. 
160. 


y 

y 

y 


,  Diners  Club 
lTiiernaiidndI^ 


Account  No  :  -  ALL AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  05  SEP  06  Page  2 


\Date 


Re  fen 


i  No. 


Description 


Amount 


17  AUG  06       32793  948 

18  AUG  06  32636779 
18  AUG  06  32677055 


19  AUG  0  6       32  614407 


21  AUG  06  32887586 
23  AUG  0  6  32824273 


25  AUG  06  32847425 

29  AUG  06  33070007 

3  0  AUG  0  6  33  0  6  672  6 

01  SEP  06  33218181 

01  SEP  06  33218183 

02  SEP  06  33224071 

02  SEP  0  6  3322 83 6 5 

OS   dtr   0  6  3327/ 67  B 

04  SEP  06  33297802 


ASSOCIATED  CAB /ALLIED  CALGARY  ,  AB 
PALLISER  HOTEL  P  &  B  CALGARY  ,AB 
UNITED  AIRLINES  TORONTO  ,ON 


Traveller- 
Ticket  no. 
Date 

Routing/class 

Carrier 

AIR  CANADA 
Ticket  no. 


MERALI/ ALLAUDIH  MR 
016  2290915170 
03  OCT  06 

LQA/  BOS/BOS /  BOS/BOS 

B       B      B  B 
UA/UA/OA/TJA 


03  OCT  0  6       \  • 


— / 

1, 00  * 
31.00 
355.76  ^ 


014  2290915147 


236. 90 


s.17(1),  17(4)(g)(i) 


YELLOW  CAB  EDMONTON  ,  AB 


BRITISH  M  EDMONTON  , AB 


Traveller 
Ticket  no. 
Date 

Routing/cla 
Carrier 


MERALI  /AL  LAUD  IN  MR 
23S  2290915203  3 
06  SEP  06 
LCY/CPH/LHR 


EARL'S  CAMPUS  EDMONTON  ,  AB 

YELLOW  CAB  EDMONTON  ,  AB 

AIR  CANADA  -    ,MB  _ 
Ticket  no.        t     014  2290915107 

LIMOJET  CORP,  SEDAN  &  L  CALGARY   ,  AB 

LIMOJET  CORP. SEDAN  &  L  CALGARY  ,AB 

NOURA  GBP 
LONDON  SW1W  f GB  UNITED  KINGDOM 

HEATHROW  RAIL  LINK  GBP 
CENTRAL  TERM  UNITED  KINGDOM 

PRILrjS  OF  PADlJXi*GTON  GBP 
LONDON  UNITED  KINGDOM 

SAINSBURYS  fiMKT  GBP 
PADD INGTON  UNITED  KINGDOM 


s.17(1),  17(4)(g)(i) 

j^JaJ  (cJ^) 


233 
50 

13  0 
40 

50, 
50. 


6^3 


6C 
03 
00 
00  ^ 


204.5  0        J  ul?  437 

14.50 


oo  i/ 
00 

72  *f 


31. 


13.45 


3.17- 


2  8 


6.8 


04 

93 


BALANCE  DUE 

Expenses  in:   Canada:    6,33  9.64 


Foreign:   1,55  6.05 


2,670  .21CR 


184 


^F==  Capital 
H===  Health 


"  APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
1 0*  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1      PAYEE  INFORMATION  (Check  one  only) 

EI  Vendor        □  Patient         □  Employee  (EE  number 

) 

invoice  Date  5-Sep-06  (DD-MMM-YY) 

invoice  Number  204480115 

Vendor  Number  (or  S.I.N.) 

Payee  Name  Diners  Club 

Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 

City  Toronto 

Province/State  ONT 

Postal  Code  M5L  1L2 

Country 

11     PAYMENT  DETAILS 

Reason  for  payment  Aug/06  Charges  -  A.  Merafi 

PO# 

Is  this  a  contract  payment?                    □  Yes  (Attach  copy  of contract  if  not  previously  forwarded)        H  No 

If  this  is  a  contract  payment,  what  is  the  contract  date? 

 :  —   

Number 

Have  goods  /  services  been  received?      □  Yes,  When? 

□  No 

Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)           □  Yes         S  No 

III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

!  Expense 
Sub-Total 

■  GST  if 
applicable 

Total  Payment 

201 

9000 

71115000006 

62414000 

$2,194.14 

$2,194.14 

201 

9000 

71115000006 

62410001 

292.00 

292.00 

201 

9000 

71115000006 

62410000 

961.80 

961.80 

201 

9000 

71115000006 

69600000 

21,430.71 

1,430.71 

201 

9000 

71115000006 

61030000 

837.96 

837.96 

201 

9000 

71115000006 

66040000 

213.59 

213.59 

H  Canadian 

□  U.S. 

□  Other 

TOTAL 

$5,930.19 

$5,930.19 

IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Approved  by       (Print  name)  Affaudin  Merafi 


(Signature) 


Approved  by       (Print  name)  Sheila  Weatherili 


Phone  #  407-3652 


Date  18-Sep-06 


Phone  #  407-3652 


(Signature) 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1 )    Ail  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2}    All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m,  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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i  I       Diners  Club 
'    P  **lnternationqfA1(})  17(4)(e  l) 


APPLICANT  COPY 

If'.'  STATEftfENT: 


Previous  Balance 
I  1,527.09CR 


Account  No:  -  ALLAUDIN  MERALI  Statement  Date:  05  SEP  06  Page  1 

Payments  Received      Neiv  Transactions  New  Balance  Credit  Limit  Minimum  Payment 

I  9,038. 81CR       [  7,695.69  2,670.21CR      [  40,000*00  [  0.00 


ALLAUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


PLEASE  FIND .  ENCLOSED  A  SPECIAL  EDITION 
NEWSLETTER  ON  THE;;  CLUB  REWARDS  PROGRAM 
FEATURING  TIME- LIMITED  REWARDS,  SELECT 
OFFERS  AND  PROGRAM  HIGHLIGHTS . 


Club  Rewards 
Points  Balance 


177,507 


|      For  statement  enquiries!,  pitas e  call  our  toli-fiee  Customer  Service  line  at 


\Date 


03  AUG  06 
22  AUG  06 
25  AUG  06 


|  Reference  No.         |  Description 


02  AUG  06  31785977 


09  AUG  06 

10  AUG  06 


32221119 
32117751 


10  AUG  06  32273640 


14  AUG  06 
14  AUG  06 

14  AUG  06 

15  AUG  0  6 


32363246 
32545283 
32822734 
32326667 


15  AUG  06  32446956 


15  AUG  06 
17  AUG  06 
17  AUG  06 

17  AUG  OS 


32738344 
32494249 
32640765 
32636457 


Amount 


PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -  THANK  YOU 


PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 

s.l7(l),  17(4)(g)(i) 

BRITISH  M  EDMONTON  ,AB  ^fw^jla  Cq^A*^-* 


JACK'S  GRILL  EDMONTON  , AB 


HARDWARE  GRILL  EDMONTON  ,AB 


1,527.09CR 
32*08CR 
9, 006.73CR 


260.00 


AIR  CANADA 
Ticket  do. 


,  MB 

014  229D915059 


340.90 


Traveller        :  MERALI /ALLAUDIN  MR 

Ticket  no.        :  23G  3330915090 

Date  :  06  SEP  06 

Routing/class;  LHK/CPH/LHR 

Carrier  :  BD/BD 


HEALTHCARE  PNCL  MGMT  A 
WESTCHESTER  ,  IL  UNITED  STATES 


730.00 


LA  SPIGA  EDMONTON  ,AB  CW^^Cfl  P-^jp-OL*^ 
HIMS3  CHICAGO  UNITED  STATES  USD  flsLJU^U^ 

CAPITAL  TAXI  LINE  EDMONTON  ,AB  C^J^  fljkj  _ 

-*lp^»-  ^ 

G^t^j(^u<i»-^-^^  640.47  i/1^* 


640.66  ^/ 
837.9  6 
14.00 
213.59 


UNITED  AIRLINES  TORONTO  ,ON 
Traveller        :     MERALI / ALLAUDIH  MR 
Ticket  no.       x     016  22  90915129 
Date  :     21  SEP  Q€  to 

Routing/  class:     YEQ/ DEN  /  CVG /DEN /YES 

Q  .    Q     Q  Q 
Carrier  :  UA/UA/OA/UA 

YELLOW  CAB  EDMONTON  ,AB  —  r>Jb,  AjJttZ^ 
CHECKER  CABS  CALGARY 


BEST  WESTERN  VLG  PK  IN  CALGARY  ,AB 

HY'*S  STZASHOuSE-CALGAR  CALGARY  ,BC      ficJbj  C#U^' 


16.00 
35.0  0 
18.00 
160.00 

.■/• 
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9 


iWjk  Diners  Club  p 

'  MB  International* 


Account  No  :  -  ALL  AUDIN  MERALI 

8.17(1),  17(4)(e.l) 


Statement  Date:  05  SEP  06  Page  2 


{Date 


!  Reference  No. 


Description 


Amount 


17  AUG  06  327  93  948 
IB  ADO  06  32638779 

18  AUG  06  32677055 


19  AUG  06       32  614407 


21  AUG  06  32887586 
23  AUG  06  32824273 


25  AUG  06  32847425 

29  AUG  06  33070007 

30  AUG  06  33066726 

01  SEP  06  33218181 

01  SEP  06  3321B183 

02  SEP  06  33224071 

02  SEP  06  33228365 

i/3   dBl-'  uo  3327W/B 

04  SEP  06  33297802 


ASSOCIATED  CAB /ALLIED  CALGARY  ,AB  C&JL-  +~  ndjp 
PALLISER  HOTEL  F  &  B  CALGARY  ,AB 


UNITED  A  IE  LINES  TORONTO  ,ON 
Traveller        t     MERALI /AULAUDIH  MR 


TioJtot  no. 
Date 

Ho  ut  i  jig/  class 

Carrier 

AIR  CANADA 
Ticket  no. 


016  2290915170 
03  OCT  06 

LOA/BOS/BOS/BOS/BOS 

B      B      B  E 
OA/UA/UA/UA 


03   OCT   0G      V    [ti-^J  - 


21*00 

3itoo  j-y 


355.76 


j.  MB 

014  2290915147 


s.17(1),  17(4)(g)(i) 


236.90 


YELLOW  CAB  EDMONTON  ,AB 


BRITISH  M  EDMONTON  ,  AB 
Traveller 
Ticket  no. 
Date 


MERALI /ALLAUn  IK  KB 
236   2290915203  3 

oe  SEP  06 


Routing/ cl as 3 t  LCY/ CPH/LHB 
Carrier  r  SK/BD 


EARL'S  CAMPUS  EDMONTON  ,AB 
YELLOW  CAB  EDMONTON 


AIR  CANADA 
Ticfcet  no. 


,  MB 

014  2290915107 


LTMOJET  CORP* SEDAN  fi=  L  CALGARY 

LIMOJET  CORP. SEDAN  &  L  CALGARY  ,AB 

NOURA  GBP 
LONDON  SW1W  ,GB  UNITED  KINGDOM 

HEATHROW  RAIL  LINK  GBP 
CENTRAL  TERM  UNITED  KINGDOM 


s.17(1),  17(4)(g)(i) 

_  Jb^W  cL^  (cJ^ 

,  AB 


V  233 .60 
50.03 
130.00 
40.00  ^ 

50.  00  r/ 
50-00  ^ 


?RILjS  OF  PADDISGXOW 
LONDON  UNITED  KINGDOM 


SAINSBURYS  SMKT 
PADDINGTON  UNITED  KINGDOM 


GBP 


GBP 


204.50       j  jf}^^  437.72 
14,50  31.04  ^ 

13.45  f  28*93 
3.17-^  6.81 


BALANCE  DUE 

Expenses  in:   Canada t    6,33  9.64 


Foreign t  1,556.05 
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APPLICANT  COPY 


Page  1  of  1 


Tees,  Kelley 


From:     Corrigan,  Trudy 

Sent:     Tuesday,  September  1 9,  2006  2:04  PM 

To:        Afacan,  Vicky 


Cc:        Tees,  Kelley 
Subject:  Diners  Club 

Vicky/Kelley 

Can  you  please  pay  $5,930.19  on  Allaudin's  Diners. 

I  will  scan  over  to  you  (as  soon  as  I  can  get  on  the  machine!)  and  will  send  original  over  as  soon  as  it  is 


signed. 


Thanks 
Trudy 


Executive  Secretary  to 
Executive  Vice  President  and 
Chief  Financial  Officer 
Capital  Health 
1J2WMC,  8440-112  Street 
Edmonton,  AB  T6G  2B7 
Phone:  (780)407-3652 
Fax:  (780)407-7556 


s.17(1),  17(4)(e.l) 


Zc  V 


9/19/2006 
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■Capital 
Health 


APPLICANT  COPY 


Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


PAYEE  INFORMATION  (Check  one  only) 


El  Vendor        □  Patient 


□  Employee  (EE  number 


Invoice  Date  3-Oct-06  (DD-MMM-YY) 


invoice  Number  204480115 


Vendor  Number  (or  S.I.N.) 


Payee  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


City  Toronto 


Province/State  ONT 


Postal  Code  M5L  1L2 


Country 


II     PAYMENT  DETAILS 


Reason  for  payment  Septff06  Charges  -  A.  Merali 


PO# 


Is  this  a  contract  payment? 


I~l  Yes  (Attach  copy of  contract  if not  previously  forwarded)        £3  No 


If  this  is  a  contract  payment,  what  is  the  contract  date? 


Number 


Have  goods  /  services  been  received?      □  YesT  When? 


□  No 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


III    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Expense 
Sub-Total 


GST  if 
applicable 


Total  Payment 


201 


9000 


71115000006 


62414000 


$3,725.88 


$3,725.88 


201 


9000 


71115000006 


62410001 


59.00 


59.00 


201 


9000 


71115000006 


62410000 


260.00 


260.00 


201 


9000 


71115000006 


69600000 


1,090.21 


1,090.21 


201 


9000 


71115000006 


62412000 


266.79 


266.79 


Kl  Canadian 


□  U.S. 


□  Other 


TOTAL 


$5,401.88 


$5,401.88 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid  and  the  expenses  related  only  to  Capital  Health  business. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Phone  #  407-3652 


(Signature) 


Date  16-Oct-06 


Approved  by       (Print  name)  Aiiaudin  Merali 


Phone  #  407-3652 


(Signature) 


Date 


Approved  by       (Print  name)  Sheila  Vmatherill 


Phone  #  407-8008 


Date  JtQci  ^s/oy 


(Signature) 


AUTHORIZATIONS  SHOULD/BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes: 

1)  AJJ  employee  payments  will  be  made  electronically  based  on  payroll  banking  information. 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


April  2005 
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l  Diners  Club 


International 

Account  No:  -  ALL  AUDIN  MEK  ALI 

s.17(1),  17(4)(e.l) 


Statement  Date:  03  OCT  06  Page  2 


\Date 


14 

SEP 

06 

33884466 

15 

SEP 

06 

33829521 

21 

SEP 

06 

34134770 

21 

SEP 

06 

34244174 

22 

SEP 

06 

34239503 

22 

SEP 

06 

34231110 

23 

SEP 

06 

34230930 

24 

SEP 

06 

34407400 

26 

SEP 

06 

34404041 

27 

SEP 

06 

34484566 

27 

SEP 

06 

34484568 

30 

SEP 

06 

34606203 

|^  Description 


Amount 


CHARACTERS  RESTAURANT  EDMONTON  ,AB  -  ^^Tripo'*) 


AIR  CANADA 
Ticket  no. 


014  59307636 


AIR  CANADA 
Ticket  no. 


,MB 

014  2290915219 


TOAST  ARRIVALS  CAFE#69  EDMONTON  rAB  <-6  ' 

DOUBLETREE  GUEST  SUITE  USD  ^1  G^T-c^*^^9  '  74 

SHARONVILLE  ,  OH  UNITED  STATES 


EXEC  TRANSPORTATION 

8592  618841  ,KY  UNITED  STATES 


usdJ 


85,92 


USD 


HMS  HOST-ORD  AIRPT  #15 
CHICAGO  ,IL  UNITED  STATES 

HY'  S  STEAK  LOFT  EDMONTON  ,  AB  j^ui-*^  n^  ^l^j  ^0 


4.28 


JACK'S  GRILL  EDMONTON  /AB 
EXEC  TRANSPORTATION 


USD 


68 


EXEC  TRANSPORTATION 

8592  618  841  /KY  UNITED  STATES 


EARL'S  CAMPUS  EDMONTON  /AB 


USD  ^^J^  '  61.92 

8.17(1),  17(4)(g)(i) 


BALANCE  DUE 

Expenses  in:    Canada;   1/7  91.00 


s.17(1),  17(4)(g)(i) 

Foreign*  4,114.66 


21  X/^ 


689.23 

40.00 


222 


4.79 
216.42 


98.  00 
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\Date  \ReferenceNo.         \  Description     _  ___  ,  _  A  .  ._  , 


05  S^P  06 
25  SEP  06 
25  SSP  06 

16  AUG  06  33831366 


Amount 


29  AUG  06  33355503 

05  SEP  06  33576289 

06  SEP  06  33316006 

06  SEP  06  33381992 

06  SEP  06  33426281 

07  SEP  06  33465536 

07  SEP  06  33585486 

08  SEP  06  33506223 
08  SEP  06  33506224 

08  SEP  06  33607762 

09  SEP  06  33560572 

09  SEP  06  33560573 

10  SEP  06  33585487 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED 
PAYMENT  RECEIVED 

AX  LAUD  IN  ME  HAL  I 


-  THANK  YOU 

-  THANK  YOU 

s.17(1),  17(4)(e.l) 


UNITED  AIRLINES  TORONTO  ,ON 
Traveller         :     HERALI  /ALLMJDIH  MR 
Ticket  no,        s     016  3290915143 
Routing/ class:     YEQ  /  DEW/  CVG  /  O  RD /YEG 

Q      Q      Q  Q 
Carrier  ;     DA/  UA/ UA/OA 

CAPITAL  TAXI  LINE  EDMONTON  ,AB 

CAPITAL  TAXI  LINE  EDMONTON  ,AB 

SOFITEL  ST.  JAMES 

LONDON,    ,GB  UNXTED  KINGDOM 


HILTON  HOTEL 

HILTON  UNITED  KINGDOM 

YELLOW  CAB  EDMONTON  ,  AE 

HOTEL  PLAZA  ODENSE  AS 
ODENfiE  C  ,DN  DENMARK 

SAS  HOTELS 

KOEBENHAVN  S   ,DN  DENMARK 


GBP     \  v 


65.  00 


938*65 


DKK 


TAXA  4X35  VANLOESE  /  DN  DENMARK 

TAXA  4X35  VANLOESE  ,DN  DENMARK 

YELLOW  CAB  EDMONTON  ,  AB 

RAVE LINEN  REST 
KOEBENHAVN  K   ,DN  DENMARK 

RESTAURANT  LEONORE  CHR 
KOEBENHAVN  K   ,DN  DENMARK 

SAS  HOTELS 

KOEBENHAVN  S    ,DN  DENMARK 


r 


DKK 
DKK 


DKK 


DKK 


DKK 


420, 00 

934. 00 

126.37 
173.36 

730. 00 
725*00 
1,897.00 


13  SEP  06       34352159  YELLOW  CAB  EDMONTON  ,AB     _  fcjsU^j 


2, 670.21CR 
1,965.50CR 
5,930.19CR 

115.00 


20.  00^/^ 
12.00 
139.71 

2,004,69  \f 

260.00**^ 
81.65  iS^ 


181.48 
24.57 

33.70  V** 
13,00  f 
141.93  f 

140.95 

368.60  \f 


14.00 
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<6* 


Diners  Club 
International 


S.17Q),  17(4)(e.l) 


Account  No  ;  -  ALLAUDIN  MERALI 

Previous  Balance  ^  Payments  Received      New  Transactions  New  Balance 

I     2,670. 21CR  '  7,895. 69CR       !  5,905.66      [  4,660.24CR 


Statement  Date:  03  OCT  06  Page  1 
Credit  Lint  it  Min  imum  Pay  men  t 

40,000.00  I  0.00 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


See  din^r s;^  lub  cai^a4a:  -  com: :.  or  ;  the  -  back  o£. 
your  Stanflnary: :\ of  .RewaV^s  j^age  for  - ofiers 
f  r  dm  ■  Fairmont:  Ho  t  e  l  a:  ^  Res  or  t  s  y : .'. 
Frivi  leged ::;  Pi  sty  Gpl J:.;:':;_a;iid;  .GlobklPaas  ^::;- 


Club  Rewards 
Points  Balance 


^Fot^s^  fr.o trior?  t  g^^^iris^^^. otir Jtcll^frc c  ^^£stc^rg£^  S^^vi cell rtc  s t 


1  800-363-3333 


05  SEP  06 
25  SEP  06 
25   SEP  06 


|  Reference  No.  j  Description 


16  AUG  06  33831366 


29  AUG  06  33355503 

05  SEP  06  33576289 

06  SEP  06  33318006 

06  SEP  06  33381992 

06  SEP  06  33428281 

07  SEP  06  33465536 

07  SEP  06  33585486 

08  SEP  06  33506223 
08  SEP  06  33506224 

08  SEP  06  33607762 

09  SEP  06  33560572 

09  SEP  06  33560573 

10  SEP  06  33585487 
13   SEP   06  34352159 


Amount 


PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -  THANK  YOU 

PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 


ALLAUDIN  MERAIjI 


UNITED  AIRLINES  TORONTO  ,ON 


Traveller 
Ticket  no. 
Routing/class 

Carrier 


MERALI  /ALLAUDIN  HE 
01S  2290915143 
YEQ/DKEJ/  CVQ/ORD/YEG 

Q      Q      Q  Q 
CA/UA/CTA/UA 


CAPITAL  TAXI  LINE  EDMONTON  ,AB  ^pjifcc^  -nCtj 
CAPITAL  TAXI  LINE  EDMONTON  ,AB 


SOFITEL  ST.  JAMES 

LONDON  »■   ,GB  UNITED  KINGDOM 

HILTON  HOTEL 

HILTON  UNITED  KINGDOM 

YELLOW  CAB  EDMONTON  ,AB 

HOTEL  PLAZA  ODENSE  AS 
ODENSE  C  ,DN  DENMARK 

SAS  HOTELS 

KOEBENHAVN  S   ,  DN  DENMARK 


GBP 


GBP 


65  .00 


938.65 


TAXA  4X35  VANLOESE   ,  DN  DENMARK  DKK 

TAXA  4X3  5  VANLOESE  ,  DN  DENMARK  DKK 

YELLOW  CAB  EDMONTON  ,AB 

RAVE LINEN  REST 
KOEBENHAVN  K  , DN  DENMARK 

RESTAURANT  LEONORE  CHE 
KOEBENHAVN  K  ,DN  DENMARK 

SAS  HOTELS 
KOEBENHAVN  S   ,  DN  DENMARK 

YELLOW  CAB  EDMONTON  ,AB     ^  f^J^^^C^ 
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j 


DKK 


420  .  00 


934  .00 


DKK 


DKK 


DKK 


126.37 
173  .3  6 


730  .00 


725  .  00 


1,897 .00 


2,  670  .21CR 
1,965,50CR 
5, 930.19CR 

115.00 


20.00^^^ 
12.00 
139,71  f 

2,004.69  yf 

260*00^^ 
81.65  if 


181.48 

24.57 
33,70 

13.00  f 
141.93  f 

140.95 

3  68.60  \f 

14.00 


s===  .Capital 
Health 


APPLICANTCOPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  fn  aif  cases  if 
a  P.O.  was  used 
ft  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)     [X]  Vendor   □  Patient 


Invoice  Date  Nov  03/06 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numbers  are 
assigned  by- 
Accounting 
Services 

7-  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is . 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Oct/06  Charges-  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  £3  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)    


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  AT  6  (f)  Page  2  £jCKi#»*t^ 
□  Yes  describe  □  No,  exemption  #    -   -  T 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 

tms  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


3i  Ail  fields  are 
required  if  there 
is  no  purchase 
order:, 

9  Aii  codes  must 
be  Oracle  code* 
-  do  not  use  Vax 
or  tandem 
codes. 

10.  Check  with 
Business 
Support  for 
a  vaila  ble  co  des  . 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


^  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62410001 


62412000 


62414000 


69600000 


Expense 
Sub-Total 


$287.00 


$497.90 


$3,201.30 


$875.02 


GST  if  applicable 


Total  Payment 


$287.00 


$497.90 


$3,201.30 


$875.02 


TOTAL 


$4,861.22 


$4,861.22 


11.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitioher 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  thai 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


J  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


(Signature) ,Gu^, 


Approved  by  (Pnntname)  AlEaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weatherill 


Title:  President 


(Signature) 


Signing  Authority  Uever#3^     J  j 


(Signal 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date  -rjxiz-  ^Sj^ 


Phone  #  407-3652 


Phone  #  407-8008 


Date  k^jQj^)  A  (* 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY 
FOR  DETAILS       


(UMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulfed  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


November  2006,  CH  -0148 
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(^Oj^  Diners  Club 


International] 


s.17(1),  17(4)(e.l) 


mm 


Account  No  :  -  ALLAUDIN  MERALI 

Previous  Balance  Payments  Received      New  Transactions  Nezv  Balance 

j     4,660. 24CR  |  5,905*66011       I  5,406.52      j  5,159.38CR 


Statement  Date:  03  NOV  06  Page  1 
Credit  Limit  Minimum  Payment 

40,000.00  |  0.00 


ALLAUDIN  MERALI 


s.l7(l),  17(4)(g)(i) 


diner sc  I '^^^n^da^^cpi  op  •  tne:; ^  b^cfe  ' of 
■  your :;: SuinmaYy"  ■  o£  Rewards/  page-,  f  or  -  more  v 
•information^ 
;  lounges:  worl  dwide . ::. 


Club  Rewards 
Points  Balance 


188,820 


For  statement  enquiries,,  please  call  our  toll-fre^Ciigtomer  Service  line  at 


1-800-363-3333 


\Date 


03  OCT  0  6 
03  NOV  0  6 
03  NOV  06 


|  Reference  No,         \  Description 


04  OCT  06  34869611 


04 

OCT 

06 

35652  042 

10 

OCT 

06 

35211671 

10 

OCT 

06 

35859814 

14 

OCT 

06 

35285673 

17 

OCT 

06 

35520991 

17 

OCT 

06 

36166019 

19 

OCT 

06 

35539488 

19 

OCT 

06 

35648035 

19 

OCT 

06 

35750679 

19 

OCT 

06 

36011863 

20 

OCT 

06 

35694538 

20 

OCT 

06 

36166020 

24 

OCT 

0  6 

3  58227  02 

PREVIOUS  BALANCE 
PAYMENT  RECEIVED 


THANK  YOU 


PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 


ALLAUDIN  MERALI 


23 

SEP 

06 

34808482 

YELLOW 

CAB 

EDMONTON  ,  AB 

24 

SEP 

06 

35384643 

YELLOW 

CAB 

EDMONTON  ,  AB 

29 

SEP 

06 

35384632 

YELLOW 

CAB 

EDMONTON  ,  AB 

04 

OCT 

06 

34834894 

HMSHOST-BOS-AIR  #03 

USD 


EAST  BOSTON  ,MA  UNITED  STATES 

MARRIOTT  3378  9  NY  MARQ 
NEW  YORK  , NY  UNITED  STATES 


7  .10 


USD       \<^M  2,535-73 


YELLOW  CAE  EDMONTON  ,  AB  ^mJjlo,^ 

THE  HIGH  RUN  CLUB  EDMONTON  ,AB^^  fjdt^  (jTiL^  iH^) 
YELLOW  CAB  EDMONTON  ,  AB  /^jdbcL^w 


AIR  CANADA  -   ,  MB 

Ticket  no.        :      014  5930986470 

HOTEL  MCDONALD  F/B  EDMONTON 

YELLOW  CAB  EDMONTON  ,  AB 


AIR  CANADA 
Ticket  no. 


,  MB 

014  5931077791 


HOTEL  MCDONALD  F/B  EDMONTON  ,  AB 
HY'S  STEAK  LOFT  EDMONTON  ,AB 


Amount 


4,660.24CR 
503.78CR 
5,401. 88CR 


50.00 
20.  00  IS** 
50  .00 
8.17  f 


YELLOW  CAE  EDMONTON  , AB     ^    J^Xf^^  ^Q^n^ 
HOTEL  MCDONALD  F/B  EDMONTON  ,  AB   .j^^jL^  Gj^^A^CPO  ^&~3f 
YELLOW  CAB  EDMONTON  ,  AB      —  yU>ttW 
CHECKER  CABS  CALGARY  ,AB      ^|>-^w^  G^^^  ^b> 
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55 

.00 

IS 

45 

.  00 

20 

.00 

818 

,  B5 

25 

00 

20 

00 

309 

90 

48 

00 

/ 

420, 

00 

V 

27, 

00 

)/ 

175. 

00 

y 

20. 

00 

38  , 

00 

y 

./ 

i  Diners  Club 
I  International" 


mm 


Account  No  :  -  ALL AUDIN  MERALI 

8.17(1),  17(4)(e.l)  . 


Statement  Date:  03  NOV  06  Page  2 


\Date 


Reference  No, 


24  OCT  06  35903767 

24  OCT  06  35903769 

27  OCT  06  36006268 

30  OCT  06  36167918 


Description 


Amount 


AIR  CANADA 
Ticket  no. 


AIR  CANADA 
Ticket  no. 


,MB 

014  5931077925 
t  MB 

014  5931077926 


LIMO JET  CORP. SEDAN  &  L  CALGARY 


NORMANDS  RESTAURANT  EDMONTON  ,AB  ^Q^^^,  (j\vlS^ 


BALANCE  DUE 

Expenses  in*    Canada*   2 ,  47  6 . 77 


so.oo 

50.00 
50.00 

ie7.02 

5, 159 »38CR 


Foreign*  2,927.75 


33 
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Page  1  of  1 

APPLICANT  COPY 


Tees,  Kelley 


From:    Corrigan,  Trudy  x  ^ 

Sent:      Monday,  November  27,  2006  8:02  AM 
To:        Afacan,  Vicky;  Tees,  Kelley 
Cc:        Merali,  Aiiaudin 

Subject:  Diners  Club  cX     s.17(1),  17(4)(e.l) 

Vicky/Kelley 

Please  pay  $4,861.22  to  Diner  Club  for  Allaudin's  October/06  statement. 

Back  up  is  in  Sheila's  office  for  signature  and  will  be  forwarded  asap. 

Thnx 
Trudy 


Executive  Secretary  to 

Executive  Vice  President  and  ~  Q  ^ 

Chief  Financial  Officer  x  ^.O^ 


Capital  Health 

1 J2  WMC,  8440-1 1 2  Street  v 


Edmonton,  AB  T6G  2B7  /\\ 
Phone:  (780)407-3652 

Fax:  {780)407-7556  \p 


i/  £    %J  s.17(1),  17(4)(e.l) 


3l1  MOO  06 


H/27/2006 
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Capital 
m*=  Health 


APPLICANT  CORY.  . 
Payment  Requisition 


Accounting  Services 
10m  Floor,  North  Tower  CHC 
1003CM07  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  a  re 
invoice  date, 

in  voice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  all  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor  □  Patient 


Invoice  Date  Dec.  4/06 


Invoice  Number  204480115  -  i)^ 


Vendor  Name  Diners  Club 


[&\f 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L  1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

CCO, 

6.  th  e 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Nov./Dec./06  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^|  No 


if  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number  rv-     ih>     ,  \ 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under^CAD  l^l^gctioft  A,-6  (f)  Page  2 
□  Yes  describe  M  No,  exemption  #  ~  _^  _ 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below   ^  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


KI  No 


Q.  Ail  fields  are 
required  if  there 
is  no  purchase 
order. 

9  AH  codes  must 
be  Oracle  codes 
-do  not  use Vax 
or  Tandem 
codes* 

10.  Check  with 
Business 
Support  tor 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


BaJ  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if  applicable 

Total  Payment 

201 

9000 

71115000006 

62412000 

$93.00 

$93.00 

201 

9000 

71115000006 

62414000 

$1,508,66 

$1,508.66 

201 

9000 

71115000006 

69600000 

$268.58 

$268.58 

Currency  (select  one) 


\S  Canadian     □  US.       □  Other 


TOTAL 


$1,870.24 


$1,870.24 


1 1.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisihoner 
Unless  no  other 
person  is 
available, 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  All  audi  n  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weatherill 


Title:  President 


(Signature)  J\  Ui^J^ 


Signing  Authonj 


Signjrfg  Authority  Level  #  % 


Phone  #  407-3652 


Date  X^Z^Z/^n 


Phone  #  407-3652 


Date 


Phone  #  407-8008 


Date 


Z 


on 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1 
FOR  DETAILS   


SEE  PAGE  2 


Notes: 

1 )  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week, 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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I      tor  statement  enquiries,  please  call  our  tolffipp^ftgi^  at 


j  Reference  No.  j  Description 


03  NOV  06 
01  DEC  06 
01  DEC  06 

07  NOV  06  36605768 
09  NOV  06  36753671 


18  NOV  06  37115076 


18  NOV  06  37115078 


26  NOV  06  37597593 


28  NOV  06  37612693 


30  NOV  06  37710147 


01  DEC  06  37772306 


Amount 


PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -   THANK  YOU 

PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 


ALLAUDIN  MERALI 

NORMANDS  RESTAURANT  EDMONTON  ,AB 


HOTEL  MCDONALD  F/B  EDMONTON 


,AB  (PH-  ^w-^Li 


5,159 .38CR 
4, 861.22CR 
545 .30CR 

198.58 


U7(l),  17(4)(g)(i) 


70.  00  tS^ 


AIR  CANADA  -    ,MB  * 
Ticket  no.        :      014  593107792  6 

AIR  CANADA  -  fMB 

Ticfcet  no.        :      014  5931077940 

CAREY  INTL  INC/LIMOS 

8  003364646   ,DC  UNITED  STATES 

MCCORMICK  PLC  1027  5402 
CHICAGO  ,IL  UNITED  STATES 


THE  FAIRMONT  HOTEL  CHI 
CHICAGO  ,IL  UNITED  STATES 

CAREY  INTL  INC/LIMOS 

8  0  03364646   ,DC  UNITED  STATES 


BALANCE  DUE 

Expense a  in:    Canada:   2,590.7  8 


93.00  "*) 


USD 


154. 


64 


USD 


6.75  /LCf^A 

s.17(1),  17(4)(g)(i)    .  \ 


7.79 


USD 


USD 


943.40^fe^^^  1,100,67  1^/^ 
154.  B9  -f^^^       161. l&J—  bo©^ 

s.17(1),  17(4)(g)(i)       '  i>^l  ^ 


Foreign:  1,468.46 


L 


6,506 .66CR 


^1^ 


4— ©jjjx'  - 
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I  ^  m  Diners  Club 


[International*^ (i)5  I7(4)(e.l) 


^  Account  No  :  -  ALL AUDIN  MERALI 

Previous  Balance  Payments  Received      Nenv  Transactions  Neno  Balance 

I     5,159.3BCR  I  5,406. 52CR       I  4,059.24      I  6,506. 66CR 


Statement  Date:  04  DEC  06  Page  1 
Credit  Limit                          Minimum  Payment 
40,000.00  j  0  .  OQ 


ALLAUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


you  a  ^afB::.a^;  happy;  nohimr ■-■8nkso&&£-:i 

PLEASE  ALSO  ACCEPT  OUR  BEST  WISHES',  FOR 


Club  Rewards 
Points  Balance 


192,879 


*or  statement  enquiries/  please  call  our  toll- tree  Customer  service  line  at  I-ouu^P^ojjj 

|  Date  I  Reference  No.  I  Description  j  Amount 


03  NOV  06 
01  DEC  0  6 
01  DEC  06 


07  NOV  0  6  3  6605788 
09  NOV  06  36753671 


PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -  THANK  YOU 


PAYMENT  RECEIVED   -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 

,AB 

C^H-  -t— JLrtd) 


NORMANDS  RESTAURANT  EDMONTON 
HOTEL  MCDONALD  F/B  EDMONTON 


s.17(1),  17(4)(g)(i) 


5,159 .38CR 
4,861.22CR 
545.30CR 

198  .58 
70.00 


18  NOV  06  37115076 


18  NOV  06  3711507B 


28  NOV  06  37597593 


2B  NOV  06  37612693 


30  NOV  06  37710147 


01  DEC  06  37772306 


AIR  CANADA  -  ,MB 

Ticket  no.        :  014  5931077926 

AIR  CANADA  -  ,MB 

Ticket  no.        r  014  5931077940 


CAREY  INTL  INC/LIMOS 

80  03364646    ,DC  UNITED  STATES 

MCCORMICK  PLC  102754  02 
CHICAGO   , IL  UNITED  STATES 


THE  FAIRMONT  HOTEL  CHI 
CHICAGO  ,IL  UNITED  STATES 

CAREY  INTL  INC/LIMOS 

80  03364  646    ,DC  UNITED  STATES 


93  .00  "") 


USD  154.89  1*8.84 
USD  6.75  A  .  ^  7.79 

s.17(1),  17(4)(g)(i)  ^ 

USD  943  . 

181.16-J"  fcw»^7 


USD 


s.17(1),  17(4)(g)(i) 


154 . 89  - 


BALANCE  DUE 

Expenses  ins   Canada:   2,5  90.7  8  Foreign:   1,46  8.4  6 


6,506.66CR 


1,870-       ,  4-Bj(S» 
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Capital 
Health 


APP  L I C AN T  CO R Y 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  all  cases  if 
a  PX).  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  Jan  3/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5,  CMS  contract 
numberis 
provided  by 

CCQr 

exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order;  only 
invoice-  total  i$ 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  /Dec./06  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)      


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
□  Yes  describe  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


8.  All  fields  are 
required  if  there 
is  no  purchase 
order. 

9  All  codes  must 
be  Oracle  codes 
-  do  notuseVax 
or  Tandem 
codes, 

10.  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


S  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62410001 


62412000 


62414000 


69600000 


69500000 


Expense 
Sub-Total 


$21.00 


$334.90 


$479.38 


$801.02 


$1,794.00 


GST  if  applicable 


Total  Payment 


$21.00 


$334.90 


$479.38 


$801-02 


$1J94.00 


TOTAL 


$3,430.30 


$3,430.30 


1 1.  This  section 

i  required  for  alt 
payments, 

12,  Approver 
should  not  be 
requisitioner 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature^ 


unless  no  other 
p  erson  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Ai  laud  in  Merafi 


(Signature) 


TitJe:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatherill 


Title:  President 


Phone  #  407-3652 


Phone  #  407-3652 


Date 


Phone  #  407-8008 


FW3E2 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY^JUMBER  FINANCE  4.1  -  SEE  PfcGE  ! 
FOR  DETAILS 


Notes: 

1)  Ail  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  puiied  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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\Date 


04  t)EC  06 


^erence  No. 


24  OCT  06  38170614 

07  DEC  06  38057774 

07  DEC  06  38092466 

07  DEC   06  38092468 

10  DEC  06  38436585 

14  DEC  06  3  877  9812 

16  DEC  06  38522482 

18  DEC  0  6  3  8  693  624 

19  DEC  06  38727473 

20  DEC  06  38808685 
20  DEC  06  38874446 
28  DEC  06  39092544 
30  DEC  06  39083238 


Description 

'  KVVT1  - — APPLICANT  COPY- 

PREVIOUS  BALANCE 


Amount 


s.17(1),  17(4)(e.l) 

AL LAUD  IN  MERALI 
YELLOW  CAB  EDMONTON  ,  AB 


AIR  CANADA 
Ticket  no. 


,MB 

014  5931246244 


EARL'S  CAMPUS  EDMONTON  ,AB 
EARL'S  CAMPUS  EDMONTON  ,AB  ^ff  £>T^T^ 
YELLOW  CAB  EDMONTON  ,  AB  '(J^^kJ-  L©-^-  —  fZSvO 
YELLOW  CAB  EDMONTON  ,AB 


AIR  CANADA   -    , MB 

Ticket  no,        :      014  5931370357  $ 


HOTEL  MCDONALD  F/B  EDMONTON  ,  AB     St^Ou  frtA*  h^t^jf^A  - 

WEBER  MOTORS  EDMONTON  #  AB  n    W^t  AW-**** 


HOTEL  MCDONALD  F/B  EDMONTON  ,AB 
HARDWARE  GRILL  EDMONTON  ,AB 
LOUISIANA  PURCHASE  EDMONTON  ,  AB    Mttfilj     «  Vt>   City  }^^W<-£l<A> 
EARL'S  CAMPUS  EDMONTON  ,  AB  ^J?^    Wt?rjc^      j  *A£tfcij 


6, 5  0  6. 6  6CR 

50.  00 
419.38  ^/ 

8.00  ^ 
105.00  \jf 

60.00  l/ 

21.00 
284.90 

81.00 
1,794.00  ~" 
27.00  e/ 
450.02 
75.00 
55.00 


BALANCE  DUE 

Expenses  in:    Canada:    3,43  0.3  0 


3,076. 36CR 


201 


International 


s.17(1),  17(4)(e.l) 


Account  No : 


AUDIN  MERALI 


-  ALLAUDIN 


Previous  Balance 
[      6,506. 66CR 


Payments  Received       Nezv  Trajprftions 
0  .  00 


Netu  Balance 

3 ,  076  .36CR 


Statement  Date:  03  JAN  07  Page  1 
Credit  Limit                          Minimum  Payment 
40,000.00  |^  0  -  00 


ALLAUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


PLEAS E.-  SEE •  •  TliE.  -.'ENCLOSED!; ■VRS&WE-;.9& ; ; 
DIN BiiS C LUB C Aft  A DA  -COM  .FOR  Fpt,£i  DflTAXuS 

availa!^ 


Club  Rewards 
Points  Balance 


196,809 


r  .,  ,  ,  -„j_* „  .i^o  '^a11  ^j>o  futf-nmof  d :>r*H^e  ^*»e  a*  1 -800-3 63*333 3 
For  slaLenteiit  enquiries,  please  ^a*l  o^i.  ^r-^ee  ^.u^om^  ^-^^g  — ^  *~   ±  ~  *•*    


I  Date 


\  Reference  No. 


04 

DEC 

06 

24 

OCT 

06 

38170614 

07 

DEC 

06 

38057774 

07 

DEC 

06 

38092466 

07 

DEC 

06 

3809246B 

10 

DEC 

06 

3B436585 

14 

DEC 

06 

38779812 

16 

DEC 

06 

38522482 

18 

DEC 

06 

38693624 

19 

DEC 

06 

38727473 

20 

DEC 

06 

38806685 

20 

DEC 

06 

38874446 

2B 

DEC 

06 

39092544 

30 

DEC 

06 

39083238 

Description 


Amount 


PREVIOUS  BALANCE 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 
YELLOW  CAB  EDMONTON  ,  AB 


AIR  CANADA 
Ticket  no. 


f  MB 

014  593 1246244 


EARL '  S  CAMPUS  EDMONTON  ,AB 
EARL'S  CAMPUS  EDMONTON  ,AB 

YELLOW  CAB  EDMONTON  ,  AB    ^QjJp&*J  ~-   t^-£i°  ^ 

YELLOW  CAB  EDMONTON  ,AB 
AIS  CANADA   -    r  MB 

Ticket  no.        :      014  5931370357  0  0 

HOTEL  MCDONALD  F/B  EDMONTON  ,AB     £t^tt*  IUa^  ^2&\C*fyft*sk  - 
WEBER  MOTORS  EDMONTON  ,  AB 

HOTEL  MCDONALD  F/B  EDMONTON  ,  AB  M^&J         Af f  W  /v^W^lcO 

HARDWARE  GRILL  EDMONTON  ,AB  *V^t&*? 
LOUISIANA  PURCHASE  EDMONTON  ,  AB 

EARL'S   CAMPUS   EDMONTON  ,AB  IjhtC    W^ffc^      /  WV^t-fc^ 

i 


BALANCE  DUE 
Expenses   in:    Canada:  3,430.30 


6, 506. 66CR 


50  .  00 
419.38  ^/ 

8.00  ^ 

105.00 

6  0  .  00  t/ 
21.00 
284  .  90 

B1.00  ^ 
1,794.00 

27.00  i/ 
450.02 
75  .  00 

55.00  ty^^ 
3 , 076.36CR 
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Capital 
Health 


Accounting  Son/ices 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J3E4 


1.  Required 
fields  are 
invoice  date, 
Invoice  number, 
Vendor  name. 

2-  Address is 
required  if  there 
is  ho  invoice- 

3.  in  ali  cases  if 
a  P.O.  was  used 
it  must  be  ncted,. 


I      PAYEE  INFORMATION  (Check  one  only)    ^  Vendor   □  Patient 


Invoice  Date  Feb  2/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  WI5L1L2 


PO  # 


Vendor  Number ,. 


City  Toronto 


Country 


4;  Complete 
entire  section* 

5.  CMS  cehtract 
number  is 
provided  by 

COO. 

&jh$^ 
exemption  - 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  Invoices: 
with  a  purchase 
o  rder,  only 
invoice  iota!  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Jan/07  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCQ) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
□  Yes  describe  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


No 


8.  All  fields  are 
required  if  there 
is  no  purchase 
ortie£ 

9  All  codes  must 
be  Oracle,  codes 
-  do  not  use  Vax 
or  Tandem 

10.  Check  with 
Business 
Support  for 
available  codes. 


BaJ  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if  applicable 

Total  Payment 

201 

9000 

71115000006 

62410001 

$187,00 

ui 

$187.00 

201 

9000 

71115000006 

62412000 

$925.40 

$925.40 

201 

9000 

71115000006 

62414000 

$5,099.18 

$5,099.18 

i  201 

9000 

71115000006 

69600000 

$441.30 

$441.30 

201 

9000 

71115000006 

66020000 

$699.03 

$699.03 

III    EXPENSE  CODES  {IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Currency  (select  one) 


^  Canadian 


□  U.S. 


□  Other 


TOTAL 


$7,351.91 


$7,351.91 


11.  This  se  ction 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
thispayment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 

(Signature)  ^(jg^^ 


Requisitioned  by(Printname)  Trudy  Corrigan 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudm  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name) 


Title:  Preside) 


(Signature^ 


mm 


Signing  Authority*Level  #3 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Z 


Phone  #  407-3652 


Date 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHO 
FOR  DETAILS 


ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  Ail  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  but  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  In  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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( i  lift  Piners  dub  l^Fy^r^,  - 

V^SJP 'International ,niA^„  mmCi^^ 


Previous  Balance 
I     3,076. 36CE 


s.17(1),  17(4)(e.l)^ 

Account  No  :  .  AIII^^^2p~^^ 


Please         SUre  your  nlinimilni  payment  of  ^  ^  ^  ^  ^  ^  ^ 
ALLAUDIJNT  MERALI 


s.17(1),  17(4)(g)(i) 


Statement  Date:  02  FEB  07  Page  l 
Credit  Limit  Ajr.  - 

Mimmum  Payment 

40, 000. 00  i 

— — _  .  L______50*00 


CLUB  REWARDS-  -  HAS  •  ftWxr'  - : :: 

PROGRAM  Sy  PlS^  TRSPpf^  CARDt  : 

.9  CONSECUTIVE?  YEARNS     Yo^niT^  F°R 

fro? ^.^o^ 


Club  Rewards 
Points  Balance 


r 


204,161 


1-800-363-3333 


03  JAW  07 

09  JAN  07 

10  JAN  07 

18  DEC  0  6 
04  JAN  07 
07  JAN  07 
09  JAN  07 
09  JAN  07 
11  JAN  07 
11  JAN  07 
11  JAN  07 
13  JAN  07 


PREVIOUS  BALANCE 
PAYMENT  RECEIVED 


i  Amount 


THANK  YOU 


3,076.36CR 
1,870. 24CR 
2,189. 00CR 


39151963 

3  92822  95 

39363721 

39450848 

39519800 

39597763 

39647921 

39641287 

39740059 


PAYMENT  RECEIVED  -  THANK  YOU 

s.l7(l),  17(4)(e.l) 

AZjLAUDIN  MERALI 
YELLOW  CAB  EDMONTON  .„  , 

EtITH'S  CHRIS  STEAK  HOT  EDMONTON  , AB  -  mu3CflW,^ 
EARL'S  CAMPUS  EDMONTON  ,AB 
EARL'S  CAMPUS  EDMONTON  ,AB 

HOTEL  MCDONALD  F/B  EDMONTON  ,Ml  r\ofcj  T>,s.) 

LIMOJET  CORP .  SEDAN  .  L  CALGARY  ,  AB   ^(^^  ^  [UU 
SECOND  CUP  SOUTHLAND  c  CALGARY  ,AB 

CAESARS  STEAK  HOUSR  SO  CALGARY  ,  AB    ^  Wfa&k~* 

-™  RES TAUE ANT  EDMONTON  ,AB   ^  ^^^^U^  "'i.';  J 


247.30 
73.00  ^ 
21.00 
30.00 
70.00 
3  .  60 


O 
O 
5 


An 
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Diners  Club 


bitemationar 


Account  No  :  -  ALL AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  02  FEB  07  Page  2 


[Date 


|  Reference  No, 


15  JAN  07  39784284 

16  JAN  07  39835530 
16  JAN  07  39871270 


17  JAN  07  39814337 

17  JAN  07  39844258 

17  JAN  07  3  98442  6  0 

17  JAN  07  3  988943  0 

19  JAN  07  4032  0319 

20  JAN  07  39934071 

21  JAN  07  40043574 

22  JAN  07  40042574 

23  JAN  07  40132241 

23  JAN  07  40320320 

24  JAN  07  40145000 

24  JAN  07  40168512 

24  JAN  07  40260634 


Description 


Amount 


BRASS All -KING  ST . W . TOU  TORONTO   ,  ON 

FAIRMONT  ROYAL  YORK  TORONTO  ,ON 

UNITED  AIRLINES  TORONTO  ,ON 
Traveller         :     MERALI/ ALLA0DIN  MR 
Ticket  no.        :      016  5931539450 
Date  •     04  FEB  07 

Routing/class:  IfEG/DEST/MSN/DEN/YEG 

V      V      V  V 
Carrier  i  UA/UA/UA/0A 

AIR  CANADA  -    ,  MB 
Ticket  no.        ;     014  5931370454 

TAXI  &  LIMO  PAYMENT  MISSISSAUGA 

TAXI  &  LIMO  PAYMENT  MISSISSAITGA 

YELLOW  CAB  EDMONTON  ,AB 

YELLOW  CAB  EDMONTON  ,  AB 


04  FEB  07 


AIR  CANADA 
Ticket  no. 


f  MB 

014  5931539496 


LIMO JET  CORP. SEDAN  &  L  CALGARY   , AB 


AIR  CANADA  -   ,  MB 

Ticket  no.        :      014  5931623  031 

HMS  HOST  -  SFO  AIRPQ63 

SAN  FRANCISCO   ,  CA  UNITED  STATES 

YELLOW  CAB  EDMONTON  , AB 

INST  CHART  ACCTS 

MILTON  KEYNES    ,  GB  UNITED  KINGDOM 

SOFITEL  HOTELS  REDWOOD 
REDWOOD  CITY  , CA  UNITED  STATES 

NORTHWEST  AIRLINES  ST  PAUL  ,MB 
Ticket  no.        :      012  5931623082 


BALANCE  DUE 

Expenses   in:    Canada s    5,92  0.92 


USD 


8.63  Ai^JL-- 


GBP 


.70 


USD 


680.50- 


63,oo 

217.00  ^/ 


519.12 


40.00 

75.00  y  ' 

65 , 0  0 
115.00  i/ 

26.00  (/r 
236.90 

70 , 00  ^ 
314.90  ^ 


10.41 


if 


26  .  00 
699.03  \^/* 


821.55 


3,288.10 


216.31 


s 


t»5ff* 


of 


Foreign:  1,530.99 
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Capita' 
g=TF  Health 


...  Accounting  Services 

(      1 0th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J3E4 


1.  Re  quired 
fields- are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice, 

3.  In  ail  cases  if 
a  P-Q.  was  used 
ti  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    [3  Vendor   □  Patient 


invoice  Date  Mar  2/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4,  Complete 
entire  section.. 

5:  CMS  contract 
number  is 
provided  by 

ceo. 

exemption 
numbers  are 
assignedby 
Accounting 
Services 

7.  For  invoices, 
with  a:  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Feb/07  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCQ) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
^  Yes  describe  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  „^  1_ 


Explanation; 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


E3  No 


8.  AttfieJd&are 
required  if  there 
is  no- purchase 
order- 

St All:  codes npyst 
be  Oracle  codes 
do  not  use  Vax 
or  Tandem 
codes. 

10.  Check  vwtf? 
Business 
Support  tor 
available  codes. 


Ill 


EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if  applicable 

Total  Payment 

201 

9000 

71115000006 

62410001 

$420.00 

$420.00 

201 

9000 

71115000006 

62412000 

$225.50 

$225.50 

201 

9000 

71115000006 

62414000 

$9,620.05 

201 

9000 

71115000006 

69600000 

$1,749.67 

$1J49.67 

201 

— '  txl  ,/m  \ 

9000 

71115000006 

61030000 

$3,800.00 

$3,800.00 

Canadian  |  □  U.S.       □  Other 

^TOTAL 

$15,914.22 

11.  This  section 
is  required  toe  all 
payments. 

12.  Approver 
shoofd  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
thi&payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Print  name)  Trudy  Corrlgan 


(Signature) 


TitJe:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weatheri II 


Title:  President 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNINC 
FOR  DETAILS 


Phone  #  407-3652 


'AUTHORITY  POLICY  NUMBER  FINANCE  4.1 


Notes:  ~  "—  "        —  ™""" 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  compieted  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


November  2006,  CH  -0148 
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(21 


APPLICANT  COPY 


Diners  Club 

Intematidnall.\l{\),  17(4)(e.l) 


Previous  Balance 
i  216.31 


Account  No  : 

Payments  Received 
I  10,782.21011 


-  ALL AUDIN  MER ALI 
Nezv  Transactions  New  Balance 

\  16,263.12       |  5,697.22 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  285.00  reaches  us  by  23  MAR  07. 


Statement  Date:  02  MAR  07  Page  1 
Credit  Limit  Minimum  Paymen  t 

40,000.00  I  285.00 


ALLAUDIN  MERALI 


s.17(1),  17(4)(g)(i) 


SPECIAL  CARDMEMBER  OFFERS  FROM  DELTA 
AND  THE  NATIONAL  POST.  ARE  FOUND  ON  THE 
BACK  OF  YOUR  SUMMARY  OP  REWARDS  PAGE . 


Club  Rewards 
Points  Balance 


220,825 


for  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at  1-800-363-3333 


\Date 


02  FEB  07 
13  FEB  07 
27  FEB  07 


|  Reference  No.         j  Description 


29  JAN  07  41882765 


01  FEB  07 

02  FEB  07 

02  FEB  07 

03  FEB  07 

04  FEB  07 


40672867 
40665815 
40736945 

40861996 
40721739 


06  FEB  07  40826573 


PREVIOUS  BALANCE 

PAYMENT  RECEIVED   -  THANK  YOU 

PAYMENT  RECEIVED   -  THANK  YOU 

s.17(1),  17(4)(e.l) 

AL LAUD IN  MERALI 

AIR  CANADA  -    ,  MB 

Ticket  no.        :      014  5931623149 

PALL  IS  ER  HOTEL  F  &  B  CALGARY  ,AB 

LIMOJET  CORP.  SEDAN  &  L  CALGARY  ,AB 


AIR  CANADA  -    ,  MB  -    g^^j^  i<i 
Ticket  no.        :      014  5931712071 

RESTAURANT  MAGNUS  USD  180.0  0 

MADISON  ,WI  UNITED  STATES 


YELLOW  CAB  EDMONTON  ,AB 


SARA  LEE  SANDWICH  SQ81 
DENVER  ,CO  UNITED  STATES 


USD 


2.76 


L 


Amount 


216 
3,430. 
7,351, 


31 

30CR 
9  ICR 


80.  00 


17 

50 

7,262, 


00  ^ 
90 


120.00 

82  ^/ 


3.37 
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'  {  I  YHtil  Diners  Club 


International 


s.17(1),  17(4)(e.l) 

Account  No  :  -  ALL  AUDIN  MERALI 


Statement  Date:  02  MAR  07  Page  2 


\Date 


Reference  No. 


Description 


Amount 


06  FEB   07  40861569 


07   FEB  07.  40926041 


07  FEB  07 

07  FEB  07 

08  FEB  07 
OB  FEB  07 
11  FEB  07 

11  FEB  07 

12  FEB  07 

13  FEB  07 

13  FEB  07 

14  FEB  07 
14  FEB  07 


02  MAR  07 


40965044 
41100144 
41100147 
41100148 
41100044 
41100045 
41097861 
41215823 
41232543 
41274B78 
.41291460 


21  FEB  07  41663994 


27  FEB  07  41900879 


28  FEB  07  41900882 


UNITED  MADISON  ,WI  UNITED  STATES  USD 
Net   :   7  6.53        GST/HST   :  5.68 

Traveller         i     MERALI /ALLAtTDlK 

Ticket  no.        :      016  4060544067 

Date  ;      0  6  FEB  07 

Routing/class:  XAA/XAA 
Y 

Carrier  :  UA 


68,00 

vTf' 


82.2 


V 


HILTON  HOTELS -MONONA  T 
MADISON  ,WI  UNITED  STATES 


USD 


524.19 


633 


*75  l/ 


L1MOJET  CORP.  SEDAN  &  L  CALGARY  ,  A3  Qj^^^^—C^^^  -  5^—3  \ 
YELLOW  CAB  EDMONTON  ,AB  ^(ju^^*&ci-* 


YELLOW  CAB  EDMONTON 
YELLOW  CAB  EDMONTON 

CHATEAU  LAKE  LOUISE  LAKE  LOUISE  /AB 
CHATEAU  LAKE  LOUISE  LAKE  LOUISE  ,AB 
SORRENTINO'S   DOWNTOWN  EDMONTON  ,AB  — -  f^fQ 

NOEMANDS  RESTAURANT  EDMONTON  ,  AB  _/JU^j  '  Y>±> 

HOTEL  MCDONALD  F/B  EDMONTON  ,  AB  -Lu^ 

BASE  CONSULTING  &  MGMT  NORTH  YORK  ,ON 

HOTEL  MCDONALD  F/B  EDMONTON  ,  AB    ^fMj  '^©J  CX<^) 

s.17(1),  17(4)(g)(i) 


AIR  CANADA 
Ticket  no* 


,  MB 

014  5975251623 


MARRIOTT  33716  MW  ORL 

NEW  ORLEANS    , LA  UNITED  STATES 

MARRIOTT  3  3716  NEW  ORL 

NEW  ORLEANS    ,  LA  UNITED  STATES 

ANNUAL  FEE 


BALANCE  DUE 

Expenses  in:  Canada:  14,334,87 
Net    :    7  6.53        GST/HST   :  5.68 


USD 


USD 


9.50 


818  .24 


979,73 


99.  00 


5,697.22 


Foreign:  1,928-25 


6f^ 


i3 


\flJtt(  far  Caw  "W )  lyii^o 


COPY 


Tees,  Kelley 


From: 

Sent: 

To: 

Subject: 


Afacanf  Vicky 

Tuesday,  March  13,  2007  2:36  PM 
Tees,  Kelley 
FW:  Diners 


Kelley 

Can  you  please  process  and  let  me   know  when  it  is  complete. 
Thanks 

 Original  Message  

From:   Merali,  Allaudin 

Sent:    Tuesday,   March  13,    2007  2:04  PM 
To:   Afacan,  Vicky 
Subject:  Diners 

Can  you  please  pay  $15,914.22  -  paperwork  in  for  signing.  Thanks. 

Allaudin  Merali 

Executive  Vice  President  & 

Chief  Financial  Officer 

Capital  Health 

1J2  WMC,    8440-112  Street 

Edmonton,   AB     T6G  2B7 

Phone:      (780)  407-3652 

Fax:      (780)  407-7556 

allaudin . merali@capitalhealth . ca 


8.17(1),  17(4)(e.l) 


Z  0 I  ^600 


1  (t[  5  oooc>c  4 


1 
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py*  Capital 
hlr  Health 


APPLICANTCOPy 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fieldsape 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2h  Addre  ss  is 
required  if  there 
is  no  invoice, 

3.  In  ail  cases  if 
a  P.0.  was  used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)         Vendor   □  Patient 


Invoice  Date  Apr  3/07 


Invoice  Number  204480115  PQ  # 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire,  section: 

5:  CMS  contract 
nutnbems 
provided  by 
CCO. 

6.  The 

exemption 

numbers  are 

assJgpedpy 

Accounbng: 

Service^ 

%  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required 


II     PAYMENT  DETAILS 


Reason  for  payment:  Mar/07  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  SI  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number  f  00  ( 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  SectionA^  (f)  Page  2 
El  Yes  describe  fo-P  □  No,  exemption  #    -    -  * 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Expiain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


1 


Yes 


No 


Alt  fields  are 
required  if  there 
isno: purchase 
prderl 

9  Alt  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  tandem 
codes, 

10.  Gh&ck  wittt 
Business 
$Pppprtibr 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORM, 


(Departments  must 


Bai  Unit 
e.g.  201 


201 


201 


Location 
e.g.  9000 


provide  Complete  Coding) 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


Currency  (select  one) 


^  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62414000 


69600000 


Expense 
Sub-Total 


$648.68 


$846.32 


GST  if  applicable 


Total  Payment 


$648.68 


$846,32 


TOTAL 


$1,495.00 


$1r495.00 


11.  This  section 
is  re  quired  for  ail 
payments* 

12.  Approver 
should  not  be 
requisfiioner 
unless  no  cither 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has;  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Print  name)  Trudy  Corrigan 


(Signature)  ^ 


Title:  Executive  Secretary 


Approved  by  (Pnntname)  AJIaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Pn'nt  name)  Sheila  Weatherill 


Title:  President 


(Signature)  J^jjL  {kttf& 


Signing  Authority 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  407-3652 


Date 


?hone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4 
FOR  DETAILS 


.1 -  BEE  PAGE  2 


Notes: 


1 )  A|l  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing 

3)  Fully  completed  payment  requisitions  received  In  Accounting  Services  by  MONDAY,  4:00  p,m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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Diners  Club 


International:  17m  ]luv,AVPUCm 
"U7(l),  17(4)(e.l)  \\;^::;^ 


Previous  Balance 


Account  No  :  A  TTTT^T^ 

-  ALL AUDDV  MER  ALI 
Payments  Received      Ar„  r 

ea      Mezu  Transactions 


A/eio  Balance 

s,  070.90CR 


4o,  000.  00 


Statement  Date:  03  APR  07  Pa,e  j 

0.00 


ALLAUDIN  MERiT.T 


S.17(l),  17(4)(g)(i) 


F0R  DETAILS  ON  i',Pwn,t 

MORE  BRITISH  AIRwf  mt^0™  0F  5°%  ' 
:  NAMES  OF  OUR  COnKJt  "  AND  THE  C  ■ 

Club  Rewards 
Fmnts  Balance 


— —     1  ^  ]  u ascription  —  ™_ ^ 


02  MAR  07 
19  MAR  07 
26  MAR  07 


PEEVIOUS  BALANCE 
PAyMENT  REIVED  -  THANK  YOU 


PAYMENT  RECEIVED 


12  »*  07  42337593 
19  07  42709165 


ALLADDUr  MEEALI 
CTS  •  MADISON  00995033 

»»»»  ,WI  states 


5  ~  THANK  YOJT 

,17(1),  17(4)(e.l) 


USD 


°5  MAR  07 
°9  MAR  07 

26  MAR  07 

27  MAR  07 


AIR  CANADA 
Ticket  no 


5.  64 


41953700 
42295924 
43110377 
43178488 


/MB 

014  5975251621 


AIR  CANADA 
Ticket  no. 


014  5975502233 


5,697.22 
15,914.22CR 
348.90CR 


6,78  ^ 

200. 00 

166,12 
275.00 
255.20  ^/ 
441.90 


a 
a 
5 
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|  |  im  Diners  Qub 
1  f  Mm  International^  {lx  i7(4)(e.l) 


Account  No  : 


-  ALLAUDIN  MER  ALI 


Statement  Date:  03  APR  07  Page  2 


^Posting  Date  j  Reference  No.         j  Description 


Amount 


03  APR   07       43557189  KHAZANA  RESTAURANT  EDMONTON  ,AB    £  £)*-^-*-^>    ^K^-(2^xi  ^  150.00  \/ 

|  9 f 07 0.9  OCR 


BALANCE  DUE 

Expenses  in:    Canada:   1,48  8.22  Foreign!  6.78 


212 


,  Capital 
%  Health 


ABPLICAN"LCORY,. 
Paymenf  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1r  Required 
fields  are 
Invoice  date, 
invoice  number, 
Vendornarhe. 

Z  Address  is 
required If there) 
is  ho  invoh& 

3.  in  ait  cases  if 
a  P.O.  was  used 
it  must  be  rioted.. 


I      PAYEE  INFORMATION  (Check  one  only)    M  Vendor   □  Patient 


Invoice  Date  May  3/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Gompfefe 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CGO. 

6  The 

exemption 

numbers  are. 

assighejdby 

Accounting 

Services 

%  For  inyoicos 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Apr /07  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCQ) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


No 


8,  Mpefdsare 
required  if  there 
is  no  purchase 
orden 

9  All  codes  must 
he  Oracle  codes 
-  dd  hot  use  Vax 
or  Tandem 
codes. 

ia  Check  with 
Business 
Support  for 
available  codes. 


ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


Account 
e.g.  69500001 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


Canadian     □  U.S.       □  Other 


62414000 


62410001 


62412000 


69600000 


Expense 
Sub-Total 


$3,405.04 


$13.00 


$1,530.02 


$379.26 


GST  if  applicable 


Total  Payment 


$8,405.04 


$13.00 


$1,530.02 


$379.26 


TOTAL 


$103.27 


$10,327.32 


11.  this- section 
is  required  for  aii 
payments: 

i&  Approver 
should  not  be 
reqoisitidner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms'  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by( Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatheril 


Title:  President 


(Signature) 


igning  Authority  Le' 


■  4  UipJL 


as  LJ 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  407^3652 


Date 


Phone  #  407-8008 


Date, 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WIT>f  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  S 
FOR  DETAILS 


PAGE  2 


1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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Diners  Club 

Intemationarsn(i)^  i7(4)(e.l) 


Account  No  : 


-  ALL  AUDIN  MERALI 


Statement  Date:  03  MAY  07  Page  2 


|  Posting  Date  j  ReferenceNo. 

19  APR  07  44329B9B 

20  APE  07  44396515 

23  APE  07  44415943 

24  APR  07  44541512 
26  APR  07  44680699 

26  APR  07  44679537 

27  APR  07  44723151 
27  APR  07  447  604  94 
30  APR  07  44806546 

03  MAY  07  45083466 

01  MAY  07  44887  6  01 


|  Description 


Amount 


YELLOW  CAB  EDMONTON  ,AB 

BRENTWOOD  BAY  LODGE  &  BRENTWOOD  BAY  ,BC 
IL  PORTICO  RESTAURANT  EDMONTON  ,AB 
EARL'S  CAMPUS  EDMONTON  ,AB  L~f-X4^1 


AIR  CANADA 
Ticket  no. 


,MB 

014  5975601657 


MONTANAS  (MED. HAT)  #3  040  MEDICINE  HAT 
MEDICINE  HAT  LODGE  MEDICINE  HAT  ,AB 
YELLOW  CAB  EDMONTON   ,  AB 


AIR  CANADA 
Ticket  no. 


,MB 

014  5975681696 


323,57*. 


25.00 
129.22  {/ 
120.00  $f 
566.90 


YELLOW  CAB  EDMONTON   ,  AB 

DELTA  CALGARY  AIRPORT  CALGARY  ,AB 


13.00 


190.00 


S.17(l),  17(4)(g)(i) 
s.17(1),  17(4)(g)(i) 


03  MAY  07 


45045375 


03  MAY  07 


45045381 


EMIRATES  VANCOUVER  ,  BC 


Traveller 
Ticket  no. 
Date 

Routing/  cl  ass 
Carrier 


MERALI  / ALLADDIN  MR 
176  597  574167  5  5 
21  JUN  07 

YEG/LHR/DXE/NBO/DXB 
AC/EK/EK/EK 


EMIRATES  VANCOUVER  ,BC 


Traveller 
Ticket  no. 
Date 

Routing /  c  1  as  a 
Carrier 


MERALI  /  AiLADDIH  MR 
176  5975741677  7 
33  JUN  07 
DXE/KHI/DXB 
EK/EK 


23  JUN  07 


6,865.30 


07  /AGrA 

(^Jbu4  629.70 


BALANCE  DUE 
Expenses  in:  Canada: 


14, 967 .92 


1  4,402. 02 
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APPLICANT  COPY 
Tees,  Kelley  


From:  Afacan,  Vicky 

Sent:  Sunday,  May  20,  2007  12:44  PM 

To:  Tees,  Kelley 

Subject:  Fw:  Diners  ^ 

O 

Kelley  ^  *V 

Can  you  please  pay  and  let  me  know  when  it  is  done,  . 
Thanks 

_  S.17(l),  17(4)(e.l) 

Sent  from  my  BlackBerry  Wireless  Handheld 

—  —  Original  Message   CO 


From:  Merali,  Allaudin  ^^/n\V\^ 
To:  Afacan,   Vicky  ,  ^V 

Sent:    Sun  May  20  12:33:05  2007  qp 
Subject:  Diners 


Can  you  please  pay  Diners  $10,327.32.  Paperwork  in  for  signing*  Thanks.  Allaudin, 
Allaudin  Merali,  CA-IT 

Executive  Vice  President  &  Chief  Financial  Officer 

Finance  and  Administration 

Capital  Health 

1J2  WMC,    8440  112  Street 

Edmonton,   AB       T6G  2B7 


tel:  (780}  407-3652 
fax:    (780)  407-7556 

email :   Allaudin , Merali@capitalhealth. ca 

executive  secretary:   Trudy  Corrigan    (780)  407-3652 


www. capitalhealth . ca 


This  communication  is  intended  for  the  use  of  the  recipient  to  which  it  is  addressed,  and 
may  contain  confidential,   personal,    and/or  privileged  information.    Please  contact  us 
immediately  if  you  are  not  the  intended  recipient  of  this  communication  and  do  not  copy, 
distribute,   or  take  action  relying  on  it.  Any  communication  received  in  error,  or 
subsequent  reply  should  be  deleted  or  destroyed. 


1 
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.^=^  'Capital 
^^~"=  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


fields  are 
Invoicedate, 
invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ali  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)         Vendor    □  Patient 


Invoice  Date  June  4/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CJWS  contract 
number  is 
provided  by 

ceo. 

6:  Tfte 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required 


8,  AH  fields  are 
required  it  there 
is  np  purchase 
order. 

9  Alt  codas  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes. 

iO.  Check  with 
Business 
Support  for 
available  codes. 


II     PAYMENT  DETAILS 


Reason  for  payment:  May  /07  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
S  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 

□  Yes,  □  No  Explain  Below  

Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


201 


Location 
e.g.  90O0 


9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


Canadian 


□  US. 


□  Other 


Account 
e.g.  69500001 


62414000 


62410001 


69500000 


69600000 


61030000 


Expense 
Sub-Total 


$2,336.20 


$337.00 


$13.00 


$441.57 


$1,020.04 


GST  if  applicable 


Total  Payment 


$2,336.20 


$337.00 


$13.00 


$441,57 


$1,020.04 


TOTAL 


$4,147.81 


$4,147.81 


11.  This  section- 
is  required  tor  all 
paymerits, 

12.  Approver, 
should  oof  be 
j^qvisitioher 
unless  no  other 
p  ers  on  is 
available. 

13.  Approver 
cpnnrrris  that 
tpis  payment 
has  ridi  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Pnntname)  Sheila  Weatherill 


Title:  President 


(Signati 


Signing  Authority 


Phone  #  407-3652 


(Signatut 


Signing 


Phone  #  407-3652 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS  '  . 


Notes: 


1)  All  employee  claims  must  be  submftted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  AH  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  

  _     


November  2006,  CH-0148 


J  I  ^BSk  Diners  Oub 
™  "  international 


Previous  Balance 
|  4,402.02 


s.17(1),  17(4)(e.l) 


Account  No  :  -  ALLAUDIN  MERALI 

Payments  Received       New  Transactions  Nezu  Balance 

I         14,967.92CR       I  4,528.26  6,  037.64CR 


Statement  Date:  04JUN07  Page  1 
Credit  Limit                          Minimum  Payment 
40,000.00  j  Q  .  00 


ALLAUDIN  MERALI 


s.l7(l),  17(4)(g)(i) 


HAVE  YOU  RECEIVED  YOUR  SPRING/SUMMER 
2007  CLUB  'REWARDS  CATALOGUE?  YOU  CAN 
ALSO  CHECK  IT  OUT  AND  REDEEM  ONLINE 
AT  CLUB  REWARDS .  DINERS  CLUB  CANADA .  COM . 


Club  Rewards 
Points  Balance 


241,816 


For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

I  Posting  Date  |  Reference  No.          I  Description 


1-800-363-3333 


Amount 


03  MAY  07 
26  MAY  07 
26  MAY  07 

04  MAY  07 
04  MAY  07 
04  MAY  07 
08  MAY  07 

08  MAY  07 

09  MAY  07 

09  MAY  07 

10  MAY  07 


45140970 
45140973 
45144185 
45239805 
452  97  817 
45362439 
45365947 
45460001 


4,402, 
4, 640. 
10,327, 


Days  in  this  Billing  Period:  32 
PREVIOUS  BALANCE 
PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -   THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 
YELLOW  CAB  EDMONTON  ,AB 
YELLOW  CAB  EDMONTON  ,  AB 

THE  HIGH  RUN  CLUB  EDMONTON  ,AB    iQ^-^-t^  frV^j 

MCBAIN  CAMERA  LTD  EDMONTON  ,  AB  A^Wp"^  \i^Co^  f^^^^^^^t  $i5>  &Jk 
TAXI  &  LIMO  PAYMENT  MISSISSAUGA  ,ON   (}^^>A^^a^^  ~  65 

HARBOUR  SIXTY  STEAKHOU  TORONTO   ,ON    ^^-^  ~  xj£}^Ls^X^ 
VITTORIA  TRATTORIA  OTTAWA  ,ON 

FAIRMONT  ROYAL  YORK  TORONTO   ,  ON  ^  ^       ^     ^    ^  ^utJl 


02 

6  OCR 
32CR 
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Diners  Club 

htternational\m\),  i7(4)(e.l)i 


APPLIGWNTOMWT 


Account  No  : 


-  ALLAUDIN  MERALI 


Statement  Date:  04JUN07  Page 


I  Posting  Date  I  Reference  No,- 


Description 


Amount 


10 

MAY 

07 

45460002 

11 

MAY 

07 

45478679 

11 

MAY 

07 

45495965 

11 

MAY 

07 

45521703 

15 

MAY 

07 

457162B2 

15 

MAY 

07 

45716070 

31 

MAY 

07 

46493784 

15 

MAY 

07 

45610630 

17 

MAY 

07 

45826084 

IB 

MAY 

07 

45840240 

22 

MAY 

07 

459785B3 

29 

MAY 

07 

464007  93 

24 

MAY 

07 

46164602 

28 

MAY 

07 

46242690 

31 

MAY 

07 

46512838 

31 

MAY 

07 

46512839 

31 

MAY 

07 

46512B40 

31 

MAY 

07 

46515465 

31 

MAY 

07 

46515466 

01 

JON 

07 

46563092 

FAIRMONT  ROYAL  YORK  TORONTO  ,ON 
CHATEAU  LAURIER  F/D  OTTAWA   ,ON    C-\  H  > 
OTTAWA  TAXI  OTTAWA  ,ON  ™ 

YELLOW  CAB  EDMONTON  ,AB     Jfe—?Ju   —  0-*-**-^*^- 
PESCATORE'S  FISH  HOUSE  VICTORIA  ,BC  JJ<Jq^J0l*~~> 
IRISH  TIMES   PUB  VICTORIA  ,BC 
EMPRESS  TAX I  VICTORIA  ,BC 
VICTORIA  MARRIOTT  INNE  VICTORIA  ,BC 

YELLOW  CAB  EDMONTON  ,  AB      —      O^^&cA  i^^L^ 


EARL'S  CAMPUS  EDMONTON  ,  AB 
HOUSE  OF  TRAVEL  AND  TO  EDMONTON  ,  AB 
YELLOW  CAB  EDMONTON  ,AB 

USD 


RSNA  CONVENTION 
800-424-5249    ,  IL  UNITED  STATES 


JACK'S  GRILL  EDMONTON  , AB 
TRAVEL ,  INSURANCE .  COOR  N .  VANCOUVER  ,BC 
TRAVEL . INSURANCE ,  COOR  N .  VANCOUVER  ,BC 
TRAVEL. INSURANCE,  COOR  N . VANCOUVER  ,BC 
THEATRE  PETIT  CHAMP LAI  QUEBEC  ,QC 
THEATRE  PETIT  CHAMP  LAI  QUEBEC  ,QC 
RESTAURANT  GAMBRINUS  I  QUEBEC   # QC 


0A^ 


259. 00 
323.10  ^ 

32  .  00 

60  .  00 
275, 00> 

68.00 

57.00^i^ 
302.40  ^ 
12  0.00  \S 

B5.0Q 
230. 00 

18,00 
1,020.04 


.00  \/ 


BALANCE  DUE 

Expenses   In:    Canada:  3,508.22 


Foreign;  1,020.04 


6,037.64CR 


3/^ 


4^ 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4,1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels' ,  v . ;  ; \  ■";'.-/:./..-  ■  -. "  .--  ■  - .  ■ .'  -■  : :  /- :^        ■  [.-:■'■'-■      . :  . 
Level  1  Board 

Levef  2  President;  r  -  \  -X'ii-. ."  ')/v.j:r'r[-.'-'  -v^'-ir-^^  / . 

Level  3 .  Executive  Vice  President, ' Fifiaode  and  Admi nrstratidn  and  CFO  :  v-";,. 
Level  4  COO,  VP,  CIO,  CPO;  CLO,  MOH  (or  equivalent  approved  by  Level  3) 
Level  5  SOO,  Regional  Director;  Senior  Director  or  equivalent   :  ^ 
Level  6  Director  or  equiyalent 
Level  7  Manager  or  equivalent 

Level  8  ''CqordinMojiS^  ■  7- : : 

Level 9 •  Busineis^oppbrt- tiredo^  Vffl - :    ■ : ..." ' "i 


Decision/transaction 


Authority  Level 


■.■Limits 
(Cdn  $) 


Approval  for  invoice  payments 


6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 


Level  2,  Level  3 


None 


Level  3  and  Level  4 


$1,000,000 


Level  4 


$  500,000 


Level  5 


$  250,000 


Level  6 


$  100,000 


•    Level  7 


$  50,000 


6(f)        Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  miieage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e,g,  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 


Level  2,  Level  3 


None 


•    Level  4  with  Level  3 


$  100,000 


•    Level  4 


$  20,000 


•    Level  5 


$  10,000 


Level  6 


$  5,000 


Level  7 


$  1,000 


No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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November  2006,  CH  -0148 


Tees,  Kelley 


APPLICANT  COPY 


From:  Corrigan,  Trudy 

Sent:  Thursday,  June  21 ,  2007  2:56  PM 

To:  Afacan,  Vicky 

Cc:  Tees,  Kelley 

Subject:  Diners  Ciub 


Change  to  the  dollar  amount  that  is  to  be  paid.  Please  pay  $4,147.81.  Requisition  is  with  Sheila  for 
sign  off. 

Thanks 
Trudy 

Executive  Secretary  to 

Executive  Vice  President  and  Chief  Financial  Officer 
Capital  Health 
1J2  WMC,  8440-112  Street 
Edmonton,  AB  T6G2B7 
Phone:  (780)407-3652 
Fax:  (780)407-7556 

Note  new  email  address:  trudy.corrigan@capitalhealth.ca 


\J.  lo°lO^ 


(_|_(saoi>&&fc, 

QUO 
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s.17(1),  17(4)(e.l) 


*s*£=~  Capital 
fe^V  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
invoice  number. 
Vendor  name. 

Z  Address  is 
required  if  there 
is  no  invoice. 

3,  In  all  cases  rf 
a  P.O.  was  used 
it  must  be  noted 


I     PAYEE  INFORMATION  (Check  one  only)    [g]  Vendor    □  Patient 


Invoice  Date  July  3/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


p^prrAL  Health! 


Venddr  Nur 

 L 


City  |d 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
pmvided  by 

bed 

6,  We 
e'xetnption  * 
njumiyers  are 
assigned  by 
Accounting 
Services 

7,  For  invoipes 
with  a  purchase 
driler,  bniy 
invoice  idtai  is 
required; 


II     PAYMENT  DETAILS 


Reason  for  payment:  Jun  /07  Charges  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  piease  contact  Corporate  Contracting 
Office  (CCO)   


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  At  6  (f)  Page  2 
^  Yes  describe  6f  □  No,  exemption  #    -  *- 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below    ,  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


8:Mfie!p$  are 
required  if  there, 
fcnpipurchase 
order. 

9  Alt  coops  must 
be  Oracle  codes 
-doriptuseVax 
oriahderif 
codes. 

f  O,  Qheck  with 
Business^ 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


E  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62414000 


62412000 


69500000 


69600000 


Expense 
Sub-Total 


$1,164.07 


$1,109.80 


$8,530.00 


$818.48 


GST  if  applicable 


3??  ,33  1^I.SJ1 


3L 


Total  Payment 


$1,164.07 


$1,109.80 


$85,30 


$818.48 


TOTAL 


$3,177.65 


$3,177.65 


it  Ws  section 
t§  required  fatal! 
payments. 

12.  Approver 
shouidnpt  be 
requisitioner 
unless  no  other 
person  is  , 
available. 

13.  Approver 
confirms  that 
this  payment 
has  rip%  already 
been  macJe. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 

(Signature)   ^  ~ 


Requisitioned  by (Print  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


Approved  by  (Print  name)  AHaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name^sSheila  Weatherill 


Title:  Presid 


AUTHORIZATIONS  SHOUL 
FOR  DETAILS  


t  Dat< 
Signing  Authority  Level  #3        ^-^^^  Dat< 


Phone  #  407-3652 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 
Date 


'37 


Phone  #  407-8008 


Date 


IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p,m.  will  be  processed  that  week. 
4}     Incomplete/Improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH  -0146 


Diners  Club 
hiternatimcd, 


Previous  Balance 
6, 037 .64CR 


s.17(1),  17(4)(e.l) 


Account  No  :  -  ALL  AUDIN  MERALI 

Payments  Received      New  Transactions  New  Balance 

4,528.26CR     |  3,177.65    I  7,388.25CR 


Statement  Date:  03  JUL  07  Page  1 
Credit  Limit  Minimum  Payment 

40,000.00  I  0*00 


AL LAUD IN  MERALI 


s-17(l),  17(4)(g)(i) 


JJNTIL  AUG. 31  2007,   RECEIVE  A  50%  BONUS 
PROM  BRITISH  AIRWAYS  WHEN  YOU  CONVERT 
YODR  CLUB.  REWARDS  P<?lNT$  TO  BA  MILES ; 
SEE  BA.COM/DINERSCLUBCA  FOR  DETAILS. 


Club  Rewards 
Points  Balance 


244,994 


For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 


1-800-363-3333 


Postin 


04  JUN  07 
2  6  JUN  07 
2  9  JUN  07 

05  JUN  07 
05  JUN  07 
07  JUN  07 
11  JUN  07 

11  JUN  07 

12  JUN  07 
14  JUN  07 


!g  Pafej    Reference  No.       j  Description 


46672906 
46672987 
46612637 
46920464 
46960741 

47  013  631 
47217759 


Amount 


Daye  in  this  Billing  Period:   2  9 
PREVIOUS  BALANCE 
PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

A L LAUD  IN  MERALI 


LE  CHATEAU  FRONTENAC  QUEBEC  ,QC 
LE  CHATEAU  FRONTENAC  QUEBEC 
JACK'S  GRILL  EDMONTON  ,AB 
YELLOW  CAB  EDMONTON 


AIR  CANADA 
Ticket  no. 


,  MB 

014  5975954910 


,QC  -J 


CHARACTERS  RESTAURANT  EDMONTON 

AIR  CANADA  -    /MB  (XjLuJ  Jb,     (jXi^UJ  l&) 

Ticket  no.       :  ,    014  5976032211  (J      (J        J  / 


6,  037. 64CR 
380*45CR 
4,147,61CR 
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Diners  Club 
International^ 


Account  No  :  -  ALL AUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  03  JUL  07  Page  2 


Posting  Dat^ 

19  JUN  07 

19  JUN  07 

2  0  JUN  07 

22  JUN  07 

25  JUN  07 

25  JUN  07 


Reference  No, 

47464280 
47486605 
47557848 
47622163 
47714097 
47707137 


Description 


Amount 


26  JUN  07  47748723 
26  JUN  07  47748725 
03  JUL  07  48062632 


EARL'S  CAMPUS  EDMONTON  , AB 
THE  BAY  #1125  -   ,ON  ^_ 
BUON  GIORNO  RISTAURANT  CALGARY 
EARL'S  CAMPUS  EDMONTON 
YELLOW  CAB  EDMONTON 


DIXONS 

B0UNSLOW  ,GB  UNITED  KINGDOM 


ASSOCIATED  CAB/ALLIED  CALGARY  ,AB 
ASSOCIATED  CAB /ALLIED  CALGARY  , AB 
YELLOW  CAB  EDMONTON  ,  AB 


v»  ,AB  W"*4*    9M&£  ft 

y  AB 

^UjUU-y      25.52  i~C(K\>Y 


) 


GBP 


BALANCE  DUE 

Expenses  in:   Canada?  3,121.97 


83*67 
29.62 
440*00  ^ 

38*00  ^ 
120.00 
55.  68 

60.00 
60.00 
60.00  o<n 

7,388. 25CR 


Foreign t   55 . 68 
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APPLICANT  COPY 


Le  Chateau  Frontenac 

<X  U  E  &  £  C 

1RUEDES  CARRfERES 
QUEBEC,  QC,  CANADA  G1R  4P5 
T  41 8  692  3861  F  41 8  692  1 751 
T.P.S*  /  G.S.T.  Registration  #  8983391 14RT0003 
T.V.Q  /  Q.S.T.  #  108735961 8TQ0002 

ABC  CORPORATE 
Allaudin  Merali 


s.17(1),  17(4)(g)(i) 


Chambre  /  Room 
N°  Folio 

N°  Cassier  /  Cashier 
N°  Page 


07294 
133614 
146 
1  of  2 


Arrivee/ Arrival  05-27-07 
Depart /Departure  05-30-07 
Fairmont  President's  Club 

3247476915 


Description 


Supplementaire/Additional  Information  Frais/Charges 


#7294 :  CHECK  #5748 


05-27-07  +++Bar  SM_aurent 

05-27-07  Chambre  /  Room 

05-27-07  T.P.S.  Chambre  /  Room  G.ST, 

05-27-07  T.V.Q.  Chambre  /  Room  P. ST. 

05-27-07  Taxe  hebergement  /  Room  Tax 

05-27-07  T.P.S.  &  T.V.Q.  Taxe  Hebergem 

05-28-07  Chambre  /  Room 

05-28-07  T.P.S.  Chambre  /  Room  G.S.T. 

05-28-07  T.V.Q.  Chambre  /  Room  P.ST. 

05-28-07  Taxe  hebergement  /  Room  Tax 

05-28-07  T.P.S.  &  T.V.Q.  Taxe  Hebergem 

05-29-07  +++Bar  St-Laurent  #7294 :  check  #6595 

05-29-07  Chambre  /  Room 

05-29-07  T.P.S.  Chambre  /  Room  G.S.T. 

05-29-07  T.V.Q.  Chambre  /  Room  P.ST. 

05-29-07  Taxe  hebergement  /  Room  Tax 

05-29-07  TP.S.  &  T.V.Q,  Taxe  Hebergem 

05-30-07  Mastercard  XXXXXXXXXXXX3878 


32.00 
211.65 
12.70 
16.83 
2.00 
0.28 
211.65 
12.70 
16.83 
2.00 
0.28 
32.00 
211.65 
12.70 
16.83 
2.00 
0.28 


XX/XX 


794.38 


Signature  du  client 

Guest  Signature  X  ■  ■ 

Pour  informations  et  reservations  visitez  notre  site  web  au 
www.fairmont.com  ou  telephonez  aux  Hotels  Fairmont: 
1  800  441  1414  a;  partir  des  Etats-Unis  ou  du  Canada 
For  information  or  reservations,  visit  us  at 
www.fairmont.com  or  call  Fairmont  Hotels  &  Resorts  from: 

United  States  or  Canada  1  800  441  1414 


Je  me  port©  personnel  lemeni  respnnfiable  du  reglement  total 
de  cetle  note  au  cas  ou  la  oompagnie,  rassodation  ou  son 
repnesenLant  designs  en  rBfus&rHjl  le  pajemenl,  Les  comptes 
en  soutf ranee  sont  eujets  a.  un  interet  de  1,5%  par  mois  apres 
un  mois,  (19,56%  par  annee) 

J'ai  accepts  la  iivraison  du  journal  The  Globe  and  Mail.  Si 
f/avais  refuse,  j'aurais  pu  obtenir  un  credit  a  mon  compte  de 
0,75$  parjour{duLundiauVerdredi)etde1;SO$leSamediL 
(Dana  lee  hotels  participant) 


\  agree  that  my  liability  for  this  bill  is  not  waived  and  I 
agree  to  be  heJd  peraonatly  liable  tn  the  event  that  the 
inidicated  person,  company  or  association  fails  lo  pay  for 
any  part  of  or  the  full  amount  of  these  charges.  Overdue 
balance  subject  to  a  surcharge  at  the  rate  of  1 .5%  per 
month  after  one  month.  {19.56%  per  annum.) 
I  have  accepted  delivery  of  The  Globe  and  Mail.  Had  I 
refused ;  i  would  have  been  eligible  for  a  $;75  (Mon-Fri) 
and  $1,50  {Sat.)  credit  to  my  account.  (Al  participating 
hotels.) 


Merci  d 'avoir  choisi  les  Hotels  Fairmont 
Thank  you  for  choosing  to  si^with  Fairmont  Hotels  &  Resorts 


APPLICANT  COPY 


Le  Chateau  Frontenac 

OJJ t B  E  C 

1  RUE  DES  CARRIERES 
QUEBEC,  QC,  CANADA  G1R  4P5 
T  418  692  3861  F  418  692  1751 
T.P.S.  /  G.S.T.  Registration  #  8983391 14RT0003 
T.V.Q  /  Q.ST.  #  108735961 8TQ0002 


Chambre  /  Room 
N°  Folio 

N°  Gassier  /  Cashier 
N°  Page 


07294 
133614 
146 
2  of  2 


ABC  CORPORATE 


8.17(1),  17(4)(g)(i) 


Arrtvee  /  Arrival  05-27-07 
Depart  /  Departure  05-30-07 
Fairmont  President  s  Club 

3247476915 


Date 

Description 

Supplemental/ Additional  Information 

Frais/Charges 

Credits  j 

Total 

794.38 

794.38 

Solde/Balance 

0.00 

T.P.S.  Sommaire  /  G.S.T.  Summary 
Chambre/Room  38.10 
Restauration/F&B  3.00 
Autres/Other  0.00 
Total  41.1 


T.V.Q.  Sommaire  /  P.ST.  Summary 
Ch  ambre/Room       5 1 .33 
Restauration/F&B  3.98 
Autres/Other  0.00 
Total  55.31 


Signature  du  client 

Guest  Signature  X  ^^MP^^^^^^M_a^^^^_^^_— 

Pour  informations  et  reservations  visitez  notre  site  web  au 
www.fairmont.com  ou  telephonez  aux  Hotels  Fairmont: 
1  800  441  1414  a  partir  des  Eiats-Unis  ou  ciu  Canada 
For  information  or  reservations,  visit  us  at 
www.fairmont.com  or  call  Fairmont  Hotels  &  Resorts  from: 
United  States  or  Canada  1  800  441  1414 


Je  me  porta  personnellement  responsible  du  reglemenl  tolal 
de  cetle  note  au  cas  ou  la  compagnie,  f  association  ou  eon 
representant  designe  en  retuserafl  !e  paiement.  Les  comptes 
en  souff  ranee  sent  sujets  a  un  irrteret  de  1 ,5%  par  mois  apres 
un  mois.  (19,56%  par  annee) 

J'ai  accepte  la  livraison  du  journal  The  Globe  and  Mail.  Si 
j'avais  refuse,  j  aurais  pu  obtenirun  credit  a  mon  compte  de 
0f  75$  par  jour  (du  Lund*  au  Vendred  i)  ai  de  1 , 50$  la  Samedi  r 
(Dans  les  hotels  participant.) 


I  agree  lhat  rriy  liability  for  this  bill  is  not  waived  and  I 
agree  to  be  held  personally  liable  in  the  event  that  the 
indicated  person,  company  or  association  fails  lo  pay  for 
any  part  of  or  the  full  amount  of  these  charges.  Overdue 
balance  subject  to  a  surcharge  at  the  rate  of  1 .5%  par 
month  after  one  month.  {19.56%  per  annum.) 
I  have  accepted  delivery  of  The  Globe  and  MaiL  Had  I 
refused,  I  would  have  been  el  igibi  e  for  a  $  -75  (Mon-Fri) 
and  $1.50  (Sat.)  credit  to  my  account.  (At  participating 
hotels.} 


Merci  d'avoir  choisi  les  Hotels  Fairmont 
Thank  you  for  choosing  to  s&^6with  Fairmont  Hotels  &  Resorts 
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APPLICANT  COPY 


MARL  IN  TRAVEL 
0-0  101017690 

MAIN  FLOOR,  9929  108TB.  ST. 
EDMONTON,  AB     T5K  1G8 


BRANCH:  N61107 
GST  REG#  885101915 

PHONE;  780-425-8611 


TO:      CAPITAL  HEALTH 

SUITE  800,   NORTH  TOWER 
10030-107  ST 
EDMONTON  AB,    T5J  3E4 


LOCATOR   :  TPW038 
OUR  REF  t  ZCH0016494C 
AGENT  :   KAREN  GONZALEZ 


INVOICE 
***  DUPLICATE  ***  INV  NO:  19946 

DATE;  25JUN07 
PAGE;  1 

FOR:   MR  ALLAUDIN  MERALI 
AC  115735615 

 iriif^JJAJiy    -  --  --  --  --  --  --  -  - 


***  AIR/RAIL/BUS  *** 

FROM  TO  CARRIER         FLT/CL     ST  DATE     DEPART  ARRIVE  MEALS  BAGS 

EDMONTON  INTL  CALGARY  AIR  CANADA  8151  Q     HK  19JUN     4:  OOP     4:48P  2 PC 

CRA 

SEAT  12D 

AIR  CANADA  J 

CALGARY  EDMONTON  INTL  AIR  CANADA  8156  A     HK  19JUN     8:  OOP     8:  52P  2 PC 

D8    (300  SERIE 
SEAT  03D 

AIR  CANADA  J 

------------    -    -    --    -COST         -        -        --   -        --   --   -        -  -- 

AIR  CANADA       TKT  NO     AC     5975  954910  (INCL  39.90       TAX)  329.90 

GST/HST  0.00 


***  SUB -TOTAL  EXCLUDING  GST/HST  &  APT  329.90 

***  TOTAL  GST/HST  0.00 

***  TOTAL  CHARGES  THIS  INVOICE  ***  329.90 

PAYMENT  BY  CA** ***** *****3 878           TKT  5975954910  329.90 

***  BALANCE  DUE  THIS  INVOICE  ****  0.00 

BALANCE  DUE  TO  DATE  0.00 


I  HAVE  BEEN  OFFERED  TRAVEL  INSURANCE  AND  HAVE 

ACCEPTED  ;  DECLINED  :  

DOCUMENTATION  REQUIRED :  VALID  PASSPORT  VISA.  .TOURIST  CARD.. 

...PROOF  OF  CANADIAN  CITIZENSHIP  AND  PHOTO  ID  OTHER  

PLEASE  RECONFIRM  ALL  FLIGHTS  BETWEEN  48  AND  72  HOURS  PRIOR 

TO  EACH  DEPARTURE  DIRECTLY  WITH  THE  AIRLINE. 

OUR  PRIVACY  POLICY  CAN  BE  FOUND  AT  WWW.MARLINTRAVEL.CA. 
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APPLICANT  COPY 
UNDERWRITTEN  BY  AXA  INSURANCE  CANADA 
24  HOUR  EMERGENCY  HELP  DESK 

WITHIN  CANADA  OR  UNITED  STATES  CALL  ...1  800  267  8891 
OUTSIDE  OF  TOLL  FREE  AREA  CALL  COLLECT... 71 5  346  0834 
*********!  |^|  po RTANT  R EM  I N  per***************** 

**AS  OF  JANUARY  2007  YOU  WILL  BE  REQUIRED*** 
**TO  OBTAIN  A  CANADIAN  PASSPORT  TO  ENTER  OR** 
***RE-ENTER  THE  UNITED  STATES**** 


FOR  ASSISTANCE  ENROUTE  DURING  NORMAL  BUSINESS  HOURS  PLEASE  CONTACT  OUR 
BRANCH  COLLECT  AT  780-425-8611  OR  LOCAL  MARLIN  TRVL/CLUB  VOYAGES  OFFICE. 
WHEN  CALLING  OUR  AFTER  HOURS  EMERGENCY  TRVL  CTRE-PLS  QUOTE  ACCESS  CODE 
2EC0 


This  e-mail  may  contain  confidential  information  and  any  rights  to  privilege  have  not  been  waived. 
Le  present  courriel  petit  contenir  de  ('information  confidentieile  et  aucune  renonciation  aux  droits 
decoulant  du  secret  professionel  ne  doit  en  etre  infere. 
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APPLICANT  COPY 


MARLIN  TRAVEL 
0-0  101017690 

MAIN  FLOOR,  9929  108TH  ST. 
EDMONTON,   AB     T5K  1G8 


BRANCH:  N61107 
GST  REG#  885101915 

PHONE;  780-425-8611 


TO:      CAPITAL  HEALTH 

SUITE  800,   NORTH  TOWER 
10030-107  ST 
EDMONTON  AB,    T5J  3E4 


LOCATOR   :  TPW038 
OUR  REF  :  ZCH0016494C 
AGENT  :  KAREN  GONZALEZ 


INVOICE 
***  DUPLICATE  ***  INV  NO;  19946 

DATE:  25JUN07 
PAGE:  1 

FOR:   MR  ALLAUDIN  MERALI 
AC  115735615 

~   -  -    -    -    _        -  ITINERARY     -    --   --    --    --    --    --    --  - 


***  AIR/RAIL/BUS  *** 

FROM  TO  CARRIER  FLT/CL     ST  DATE     DEPART  ARRIVE  MEALS  BAGS 

EDMONTON  INTL  CALGARY  AIR  CANADA  8151  Q     HK  19JUN     4:  OOP     4:48P  2PC 

CRA 

SEAT  12D 

AIR  CANADA  J 

CALGARY  EDMONTON  INTL  AIR  CANADA  8156  A     HK  19JUN     8:  OOP     8:52P  2 PC 

D8    (300  SERIE 
SEAT  03D 

AIR  CANADA  J 


COST 


AIR  CANADA       TKT  NO     AC     5975  954910  (INCL  39.90       TAX}  329.90 

GST/HST  0.00 

***  SUB -TOTAL  EXCLUDING  GST/HST  &  APT  329.90 
***  TOTAL  GST/HST  0.00 
***  TOTAL  CHARGES  THIS  INVOICE  ***  329.90 

PAYMENT  BY  CA************3878  TKT     5975954910  329.90 

***  BALANCE  DUE  THIS  INVOICE  ****  0.00 

BALANCE  DUE  TO  DATE  0.00 
I  HAVE  BEEN  OFFERED  TRAVEL  INSURANCE  AND  HAVE 

ACCEPTED  ;  DECLINED  :  

DOCUMENTATION  REQUIRED ;  VALID  PASSPORT.  .  .VISA.  .TOURIST  CARD.  . 

 PROOF  OF  CANADIAN  CITIZENSHIP  AND  PHOTO  ID  OTHER  

PLEASE  RECONFIRM  ALL  FLIGHTS  BETWEEN  48  AND  72  HOURS  PRIOR 

TO  EACH  DEPARTURE  DIRECTLY  WITH  THE  AIRLINE. 

OUR  PRIVACY  POLICY  CAN  BE  FOUND  AT  WWW.MARLINTRAVEL.CA. 
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Corrigan,  Trudy 


APPLICANT  COPY 


Page  1  of 2 


From:  Hawgood,  Michelle 

Sent:  Monday,  June  1 1 ,  2007  3:41  PM 

To:  Merali,  Allaudin 

Cc:  Corrigan,  Trudy 

Subject:  Itinerary/Confirmation  -  Allaudin  Merali  -  18Jun  -  Calgary 


Attachments:  $10  Value  Park  coupon.pdf 


I've  printed  off  everything,  wasn't  sure  Trudy  sends  you  the  e-version  or  not. 
Caroline;  for  you  to  input  flight  info  into  Allaudin's  calendar. 


From:  Lazarenko,  Barbara  [mailto:barbara.lazarenko@marlintravel.ca] 
Sent:  Monday,  June  11,  2007  2:38  PM 
To:  Hawgood,  Michelle 

Subject:  Itinerary/Confirmation  -  Allaudin  Merali  -  18Jun  -  Calgary 
You  can  view/print  your  ticket  receipt  at: 
www.viewtrip.com 

Your  reservation  number  is  W6S9J0 

Ticket  014  5976  032211 

MARLIN  TRAVEL  -  GOVERNMENT  CENTRE 
OWNED  AND  OPERATED  BY  101017690  SASK.  LTD. 
9929  108TH  ST  -  MAIN 
EDMONTON  ALBERTA  T5K  1G8 
PHONE:  (780)  425-861 1  FAX:  (780)  426-5759 

BRANCH:    N61107  GST  REG  NO.  885101915 

PNR  LOC:   W6S9J0  DATE:  11  JUN  2007 

AGENT:  BARB 

TO:  FOR: 
CAPITAL  HEALTH 
SUITE  800  NORTH  TOWER 
10030-107  STREET 
EDMONTON  AB 
T5J  3E4 

-ITINERARY 

FROM         TO  CARRIER      FLT/CL    DATE     DEP  ARR  ST 


edmonton/intl  Calgary     air  Canada  8149  a  18  juno7  30op  354POK 

NONSTOP 

EQUIPMENT:DH3  TRAVELLING  TIME  -  :54 

OPERATED  BY:AIR  CANADA  JAZZ  SEAT:  8D 

AIRLINE  LOCATOR:  AC  -KWPUVE         FREQ  FLYER  NBR:  AC       1 15735615 

CALGARY       EDMONTON/INTL  AIR  CANADA  8156  Q  18  JUN  07  800P  852P  OK 
NONSTOP 

EQUIPMENT:DH3  TRAVELLING  TIME  -  :52 


9  33fl.<?o 


MERALI/ALLAUDIN  MR 
900071115000006 


7/25/2007 
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APPLICANT  COPY 


Page  2  of  2 


OPERATED  BY:AIR  CANADA  JAZZ  SEAT:  9C 

AIRLINE  LOCATOR:  AC -KWPUVE        FREQ  FLYER  NBR:  AC  115735615 

AIR  FLIGHT  ACCIDENT  INSURANCE  IS  PROVIDED  AT  NO  COST  T 
FOR  THE  PRINCIPAL  SUM  $100000  UNDER  MASTER  POLICY  FL47 
UNDERWRITTEN  BY  AXA  INSURANCE  CANADA 
24  HOUR  EMERGENCY  HELP  DESK 

WITHIN  CANADA  OR  UNITED  STATES  CALL  ...1  800  267  8891 
OUTSIDE  OF  TOLL  FREE  AREA  CALL  COLLECT...715  346  0834 
'""""IMPORTANT  REM  I N  D  E  r***************** 
"AS  OF  JANUARY  2007  YOU  WILL  BE  REQUIRED*" 
"TO  OBTAIN  A  CANADIAN  PASSPORT  TO  ENTER  OR" 
'"RE-ENTER  THE  UNITED  STATES"** 

FOR  ASSISTANCE  ENROUTE  DURING  NORMAL  BUSINESS  HOURS  PLEASE  CONTACT  OUR 

BRANCH  COLLECT  AT  780-425-8611  OR  LOCAL  MARLIN  TRVL/CLUB  VOYAGES  OFFICE. 

WHEN  CALLING  OUR  AFTER  HOURS  EMERGENCY  TRVL  CTRE-PLS  QUOTE  ACCESS  CODE  2EC0 


Barbara  Lazarenko 
Marlin  Travel 
9929  - 108  Street 

Edmonton,  Alberta,  T5K  1G8,  Canada 
tel  +001  780.425.8611 
fax +001  780.426.5759 
mailto:barbara.lazarenko@marlintravel.ca 
http://www.marlintravel.ca 


This  e-mail  may  contain  confidential  information  and  any  rights  to  privilege  have  no 
Le  present  courriel  peut  contenir  de  1 ' information  conf identielle  et  aucune  renoncia 


7/25/2007 
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earls 

GREAT  FOOD   GREAT  PEOPLE 

Thank  You  For  Joining  Us  At 
Earls  On  Campus 
8629-112  Street 
Edmonton,  Alberta 
THMKB 

gate:  16JunJ07  04:33PM 

Card  Type:  M/C 

Acct  # :  XXXXXXXXXXXX3878 

txp  Date;  11/07 

fiuth  Code;  004885 

Check:  9354 

Table:  3//1 

Server:       28  DhvF 

Ref  Number:  001182033203 


Signature 

I  agree  to  p 
according  to 
agreement , 
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THt  BAY  1125  SOUTHGATE 
1 11TH  ST  &  51  ST  fW  T6H4M7 
EDMONTON  AB 


SALE 

1  ADAPTER  KIT 
021276662358 

2  COMBO  LOCK 
021276397366 

Subtotai 
102420296    GX  GST 
ALBERTA    07.  TAX 

Total 


796 
796 


19.97  G 

7.97  G 

27.94 
1.68 
.00 
29.62 


29.62 


MASTER  CARD 
NO:  x******xx*k*3878    EXPIR.  ]]Q7 
PURCHASE 

AUTHOR:  001736  S@1 
SEQ-  ^^nf,'r 
MER 


0093476012 
/OO- 
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■  1° 

-    BUON  GIORNO  R I STAURANTE 
823  17TH  AUE  SW 
CALGARV  ab 

CARD  ****#***#***3Q7Q 

CARD  TVPE  MASTERCARD 
DATE  2007/06/1 8 

TIME  0644  18:51 :25 

RECEIPT  NUMBER 
S3061 1 603-001 -096-01 2-0 

PRE-AUTHORIZATION 
AMOUNT  *3BB.23 

TIP 

total-cad____~T^_c 

APPROVED 

AUTHtt  002683  01-02? 
THANK  VOU 
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ACCOUNT  ND. 


'sp(l),  17(4)(o.h 


0  1  11/07 
ALUilDiH  BESALI 


FROM 

/' 


PRINT  NAME 


CUSTOMER'S  SIGNATURE 

X  _     V  i 


fesss  (780)  462-3456 

£~MmMM&  (780)  462-4444 

«iMlNlSl'BAT|CS  (780)  465-S5H0 


AUTH,  NO. 

^  DRIVER 

■,  UNIT  $9. 

T7ME  \ 

i  PAY 

1 

.  Mp, 

!  YR. 

^  ,-  f ' 

FARE 

INTL 

GftATUfTY 

TOTAL 

THE.SS&UER  pFTWEtiARD  IDENTfFJED  ON  THIS  ITEM  JS  AUTHORIZED  TO  PA  V  THE  AMOUNT  SHOWN  AS  TOTAL  UPON 
PROPER  RBESa^TTATlON  I  PROMISE  TO  FAY  SUCH  TOTAL  TOGETHER  WITH  ANY  OTHER  CHARGES  DUE  THEREON 
SUBJECTTO  AND  IN  ACCORDANCE  WITH  THE  AGREEMENT  COVERING  THE  USE  OF  SUCH  CARD. 


0_ 

o 
o 

DC 
LU 


CO 
ZD 
O 
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APPLICANT  COPY 


s.l7(l),  17(4)(e.l) 


CardmeiTiber  Acd.  Nb:  /  N°  rie  compte  du  Til  u  lairs  d»  la  Cart* 


Cardmember  J%  '| 
Norn  du  Tituteirfef  i 


SeMce^stabHsFmiejti " 
Etabfissement  de  sen/fce 


'3te  of  charges 


b  i#  I  wa/ 


Establishment  aq; 
(Arriexco)  or'Authi 
dise  and  /  or  serv/ce 
of  returned  far 


■  /  "        ■  GST  R^g.  #7  W  hscr.  /  TPS 
^ to.  transmit  to  Aniex  Bank  of  CsfnarJa  . 
I  ^P^senJaliye  for  payment,  Mer6hai> 
'        ''    Bid  shall  not  be  resold 


-  ExfiiraSon  0a!&  Chatkwi 
,  Data  d'expiration  verifiM  ■ 


Approval  Code 
Coda  d'aulorisalfdri 

Ami,  of  Delayed  Chtj.. 
Monl.  des  frals  retgrdes 

^.  I 

Check  or  BiN  Number ' 
N*  de  voire  faqtiwe 

Revised  Total 
Noirveau  Total 

y  i 

MERCH/SER 

✓  /MAfi 

CH/SERV  ■ 

GSV/TPS 
1 

1. 

It 

PSTT 

rvp 

( 

TIPS/M 

ISCi>  P 

OURBC 

IRES/DIVERS 

ri 

TOTAi. 

-v.  DOLLARS 

CENTS/SOUS  n 

L'Btabte&ement  s'angage.a.transrftsltre  lea  pre  se  riles  a  la  Banque 
Amex  du  Canada  fAmexcc-J  ou  a  ses  represents  autorises  eri 
yuf  de  reglement.  Les  majthandises  ou  leg  services  obtenus  sur 
presenlatjon  -  de  cette  carte  rfe  daiyent  pas  et're  revendus.  on 
retoumes  pour  remboursemenl  an  eorrptan!, 

Cardmember  Copy 
E^emplats-e  du  tituiaire 
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APPLICANT  COPY 


s.l7(l),  17(4)(e.l) 


^  Ca  rd  member ■  Accl .  No .  /  N "  de.  eomnt  ra  rii  i  Tin  ■  taif p  h  p  i  »  n  d 


Cardmemrjer 'V  « 


I  ^Q^TMRITEA^VETHISWE 


-t  GST  Reg.  # 7]f  Inscf:  /  TPS' 

Establishment  agrees  to  irai)^  niutfo  Am  ex  Bank  of  Canada 
(Amexco)  of  Authorized  Recife  stffetjve ..tor  payment  Merchant] 
dise  and  /  cr  service  purchase  on  thrs  card  shall  not  be  "resold"  f 
.  or  returned  fjjf  cash  refund,/  ! 


¥  1 

A 

Expiraiwti'Date  .6 
.   ,  Date  (f^jspiiatidri 

AppWa!  Cocl& 
.  Cods  d'autorisatlon 

V 

^Artit.  of  Delay  &d  Chg. 

Check  or  Bi!!:  Number,  j 
'N?  de  wDt'rs  fa'etute 

R^feecf  Total'  " 
Neu&au  Total 

J  1 

M£RC 

;h/s-er 

GST- 1  TPS 

I "IT- 

PST  / 

0 

rvp- 

JRES/I 

)fVff?S 

n  i  - 

TOTAL 

4 

v DOLLARS  V- 

^        .CENTS/SOUS  £ 

^  L'Btabiiss  e  nhertf  s'engags'  a  transmett hj  fes  presentee  a  la  Banque 
■     Arnex  do  Canada  {Amexco)  ou*  ses  representants  autonsSs  en 
yue  da  /eglemenl.  Las  [narchaodisss-ou  ies  se/vfeea  obtenus  sur 
prestation  de  cette  carle  rie  dowetil  pas  erre  reve'ndus1 
refoumes  pour  rembcujfSBFueht.au  cornptarft. 

Cardm  e  m  be  r  CofSpjf 
Exe  mp  I  a  ire  d  u.  titii  J  a  j  re 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 

Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels  llMllil 
"Level  1  Board'        ;               '      '_■  ..    "' .    |  I  III       ii§        -       §  |§ ,,:\.:,  ""r;  ^fSfSSi I     llifll  II  ■  ' 
Level  2-  .President .          \ .   _    ■  ■  ■  .  - "  ■               ..       :  " . .  J       ;       .  ■ .  ■  -  -  ■ J  ■ .  •  •;  ,■      -  "- - '  -'--:"/..  -   ■ . y^':y  ■.  ■  - 
Level  3  Executive  Vice  .President,  Finance  and  Administration  and  CFG     .  :  ..;  w -\/:/\':>"r:..  •  v,-v     •  ■             :  ^ : 
Level  4  COO,  VP,  CIO,  GPO,  CLO,  MOH  ;(or  equivalent  approved  by  Level  3}; , ,     ,    / , ,  V; ,  r- ; : ;:  :  -X-  * .  -    ,  / '--  "X  .  ,  ;  .. 
■Level' 5  SOO,  Regional  Director,  -Senior' Director  or  equivalent  ?                      .  ..    ; :\; ': : , ,. ; :4yi  : , 
Level  6  Director  or  equivalent  _    v             .  -.  "'''■v.              '-"Uy'J- -:-"'=        ■  y  " V^-^^ 
L^yel  7  Manager  or  equivalent                    1           v            y.p.-V" ' .  j\/?\>:".:       ..  ^  v'v'V^V' y  ■  ■  .  '] 
Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support Directors/Assistant  Directors.  =■                        ■"     '•     '•'••y.                y-  ■     -  >' 

■  ..            ■"  .          .     "  "'Decisiori/trans'actspn      ;;. ..        '  y  ^ .  . ;.  };-;:f' 

•  Authority 

Limits 

(Cdn$) 

Approval  for  invoice  payments 

6(c)      Payments  for  consultina  and  other  service  aareements  under  contract 

•    Level  2,  Level  3 

!  None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)        Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  upT  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

■  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excfu ding-cash/near  cash 
items) 

■  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  fife  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  EGG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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APPLICANT  COPY 


CHARGE  TO: 


Aftftm  iwx  wri 


Si  li/t 
«JtUDIM  MESALi 


K 


F'-""'  FRO 

s.l7(l)n7(4)(g)(i) 


PRINT  NAME 


CUSTOM  ER'S;  S  !GN  ATURE  /  1 


A 


s.17(1),  17(4)(e.l) 


1  ^EOUUffTOK)  JHC. 


(780)484-8888 

^MftelrAxr  ltd.  (780)  489-7777 


ADMIN/STF^TQN  (7B0)  4S5-8500 


AUTH.  NO- 

DRIVER 

UNIT  NO. 

TIME 

DAY 

7A 

MO, 

YR. 

fsnsoo 


m. 


□ 

□ 
□ 


FAHE 

■■■i-   ~ 

IWT'L 

 1  

GRATUITY 

i 

TOTAL 

.THE  ISSUER  OF  THE  CARD  IDENTIFIED  ON  THIS  fTEM  IS  AUTHORIZED  TO  PAY  THE  AMOUNT  SHOWN  AS  TOTAL  UPON 
PROPER  PRESENTATION.  I  PROMISE  TO  PAY  SUCH  TOTAL  TOGETHER  WITH  ANY  OTHER  CHARGES  DUE  THEFIEON 
SUBJECT  TO  AND  FN  ACCORDANCE  WfTH  THE  AGREEMENT  COVERING  THE  USE  OF  SUCH  CARD 


o 
o 

£E 
111 
5 

o 

H 

w 

O 
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APPLICANT  COPY 


Thank  You  For  Joining  Us  At 
Earls  On  Campus 
8829-112  Street 
Edmonton,  Alberta 
T8G-1K8 
Date;         19Jun'07  02:*' 
Card  Type:  M/C 
Acct  #:  XXXXXXXXXXX?, 
Exp  Date:  11/07 
Auth  Code:  009754 
Check:  409 
Table:  41/1 
Server:       11  KRAMER 
Ret  Number  Qui  182284380 
A,lAUDIN  MEPaLI 

Subtotal :  33.:^ 

Tip:   _  -  

Total:   _  3%:®d 


I  agree  to  pay  above  total 
according  to  ray  card  issuer 
agreement , 

*#*******Custonier  Copy********** 
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APPLICANT  COPY 
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«^  Capital 
mw  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10™  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendorname. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  In  all  cases  if 
a  P.O.  was  used 
it  must  be  noted: 


I     PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


Invoice  Date  Oct.  3/07 


invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  the 
exemption 
numbersare 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Sept/07  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  n umber ,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
S  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contractor  P.O.  as  applicable  and  calculation  is  correct 
(Kerns  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


H  No 


8.  All  fields  are 
required  if  there 
is  no  purchase 
order. 

9  All  codes  must 
be  Oracle  codes 
-do  notuseVax 
or  Tandem 
codes. 

10,  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


S  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62414000 


62412000 


62410001 


69600000 


Expense 
Sub-Total 


$7,963.14 


$270.00 


$16X00 


$1,809.60 


$10,205.74 


GST  if  applicable 


Total  Payment 


$7,963.14 


$270.00 


$163.00 


$1,809.60 


$10,205.74 


TOTAL 


$10,096.67 


$10,096.67 


11.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitioner 
unless  nQ  other 
person  is 
available: 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
be  en  made; 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatherill 


Title:  President 


(Signatui 


Signing  Authority  UevfeJ  #3 


Signi 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4 
FOR  DETAILS 


(Signature) 


Phone  #  407-3652 


Phone  #  407-3652 


Phone  #  407-8008 


CE4.1  -  SEEPAGE  2 


Notes:         -   ■ 

1 )  AN  employee  claims  m  ust  be  su  bm  rtted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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(i  l^Wk  Diners  dub 
International* 


s.17(1),  17(4)(e.l) 


Previous  Balance 
\  2,740.30 


Account  No : 

Pay  men  ts  Received 
\  10,465.03CR 


-  ALLAUDIN  MERALI 
New  Transactions  New  Balance 

9,961.79       I  2,237.06 


Statement  Date:  03  OCT  07  Page  1 
Credit  Limit  Minimum  Payment 

40,000.00  j  112.00 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  112.00  reaches  us  by  25  OCT  07. 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


000000185 


LOOK  .  FOR  YOUH  FALL/WINTER  ■'  CLUB .  REWARDS  ■ 
CATALOGUE  IN  YOUR  MAILBOX  THIS  MONTH, 

■WITH.  GREAT  -IDEAS"  "FOR  THE  COMING'  HOLl  DAY  : 

•  SEASON  i  :;  .";:';::.;;^:.;^;;V;  : 


Club  Rewards 
Points  Balance 


268,262 


|      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at  1-800-363-3333 


|  Posting  Date  |  Reference  No.         j  Description 


04  SEP  07 
27  SEP  07 


06  SEP  07  50836272 


0  6  SEP  07 
07  SEP  07 
10  SEP  07 


50881991 
51328574 
513  68  92  6 


10  SEP  07  51386018 


07  SEP  07  51332296 


Amount 


Days  in  this  Billing  Period:   2  9 

PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 


2,740,30 
10,465. 03CR 


AIR  NZ  AKL   INTNL  AIRPO 
INTL  AIRPORT  NEW  ZEALAND 


NZD  te"  2  5.00' 

HILTON"  HOTEL  AUCKLAND  NEW  ZEALAND  NZD  v>0-^a^->  >^V^7  q  ]  00 
YELLOW  CAB  EDMONTON  ,AB  AjJ^>  JxLf^  .O^f^L 

WE ST JET  CALGARY  ,AB 


19.14 


Traveller 
Ticket  no. 
Date 

Routing/ c las  s 

AIR  CANADA 
Ticket  no. 


MERALI /ALLAUDIN 

RIYHBW 
19  OCT  07 
YXE/YEG 

,  MB 

014  4984166956 


1,380 
12  0 
143 


.26  \/ 
,00  / 


ei 


LIMOJET  LTD   CALGARY  ,AB 


237, 


270.00 


I 


i 
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(1* 


Diners  CLub 
International' 


s.17(1),  17(4)(e.l) 


Account  No  : 


-  ALL  AUDIN  MERALI 


Statement  Date:  03  OCT  07  Page  2 


|  Posting  Date  j  Reference  No. 

10  SEP  07  51443  907 

13   SEP  07  51632789 

17  SEP  07  51766665 

19  SEP  07  51964149 

18  SEP  07  51877170 
18  SEP   07  51888702 

20  SEP  07  519BB821 

21  SEP  07  52085140 


24  SEP  07  52150817 

24  SEP  07  52175680 

28  SEP  07  52466920 

01  OCT  07  52503406 

01  OCT  07  52597436 

01  OCT  07  52588377 

02  OCT  07  52642700 
02  OCT  07  52658931 

02  OCT  07  52660518 

03  OCT  07  52754452 
03  OCT  07  52754393 
03  OCT  07  52753873 


I  Description 


Amount 


WEST JET  CALGARY  , AB 

AIR  CANADA   -   ,  MB 

Ticket  no,        :      014  496416703  6 


a 


YELLOW  CAB  EDMONTON  ,AB 
YELLOW  CAB  EDMONTON  ,AB 

CR I STALL' S  WINE  MARKET  EDMONTON  , AB  ~ 

AUD 


HEALTH  INFORMATICS  S 
BRUNSWICK  EAS  AUSTRALIA 


270 .00CR 


JACK'S  GRILL  EDMONTON 


UNITED  AIRLINES  TORONTO  ,ON 

Traveller         ;     MERALI/ALLAUDIK  MR  ^AY^J^j  j5*OcJts^ 

016  4984237936  ±  Q«JL- 

01  OCT  07  to  ;     01  OCT  07 

BOS/IAD/YYZ/IAD/IAD 
B       M      B  B 
Carrier  i  DA/UA/UA/UA 


Ticket  no. 
Gate 

Rou t ing/ c 1 as 3 


CHARACTERS  RESTAURANT  EDMONTON 
SORRENTINO'S  DOWNTOWN 


AIR  CANADA  -   ,  MB 
Ticket  no.        ;      014  4984238044 


TAXI  &  LIMO  PAYMENT  MISSISSAUGA  ,ON 

FAIRMONT  ROYAL  YORK  TORONTO  ,ON 

SASSO  RESTAURANT 
BOSTON  ,MA  UNITED  STATES 


EDMONTON  ,  AB  jQ^  ftjj^  (Y*\G*    D*U*  D SJ 


MOHAMMAD  ARAGHI  MONFAR  TORONTO   ,ON     JC&*?tX*  -cUa^C 

USD         J  42.0  0 


KINGFISH  HALL 
BOSTON  ,MA  UNITED  STATES 

PALM  RESTAURANT -BOSTON 
BOSTON  7HA  UNITED  STATES 

LEGAL  SEA  FOODS  #019 

EAST  BOSTON   ,MA  UNITED  STATES 

THE  FAIRMONT  COPLEY  PL 
BOSTON  t  MA  UNITED  STATES 

CAREY  INTL  INC/LIMOS 
8003364646   ,MD  UNITED  STATES 


BALANCE  DUE 

Expenses  in:   Canada:   6, BOS. 69 


USD 


USD 


USD 


USD 


315.36 


37  .24 


1,334.46 


113 . 92 


7 . 81CR 
B02.28    .  . 

11.00^/ 


32  .  00^ 
558.49  \^ 
23  6.14CR  \f 

246.89 
1/229.45 


794.22 
210.00  ^/ 


1,598.95 


60.00  ^/ 
443.46  ^ 


112. 95 


116.32 


2,237.06 


Foreign:  3,156.10 


P000001 &5/C0000Q933 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  ~  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 
!  Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Admihfetratibfr  Snd  CFO  i 
;  Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  of  equivalent 
;  Level  6  Director  or  equivalent 

Level  7  Manager  or  equivalent 
■  Level  8  Coordinator,  Supervisor  or  equivalent 

LevetS  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Auilirfiy  Level 

Limits 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  arid  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excludmg-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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Capital 
Health 


APPLICANrCOPY,. 
Payment  Requisition 


Accounting  Services 
10*  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
invoice  number, 
Vendor  name, 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


1      PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  Nov.  3/07 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L  1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  on  ly 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Oct/07  -  A.  1/lerflB^ft  Wi&S 


^MmTTW 


Is  this  a  P.O.  or  contract  payment?  □  Yes  M  No 


m  2  S  200? 


if  this  purchas^mquires  a  contract  and  you  do  not  have  a 
CMS  contract  Efr^nber,  please  contact  Corporate  Contracting 
Office  (CCO)/ 


ACCOUNTS 
BUS- 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or\PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
Yes  describe  Qf  □  No,  exemption  #    -  - 


Goods  /  services  hive  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  w^re  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,/D  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


E  No 


8. All  fieps  are 
required  if  there 
is  no  purchase 
order. 

9  All  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes. 

10  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Expense 
Sub-Total 

GST  if  applicable 

Total  Payment 

201 

9000 

71115000006 

62414000 

$1,146.22 

$1,146.22 

201 

9000 

71115000006 

62410001 

$240.00 

$240.00 

201 

9000 

71115000006 

61030000 

$792.46 

$792.46 

201 

9000 

71115000006 

69600000 

$1,421.38 

$1,421.38 

($206.42) 

($206.42) 

Currency  (select  one) 


Canadian 


□  U.S. 


□  Other 


TOTAL 


$3,393.€$ 


$3,393.4$ 


11.  This  section 
is  required  for  ait 
payrhents. 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weather!  1 1 


Title:  President 


ling  Authority  Level 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  407-8008 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH 
FOR  DETAILS  


GNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 


Notes: 

1 )  A!(  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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249 


Diners  dub 
international 


s.17(1),  17(4)(e.l) 


Account  No  :  -  ALLAUDIN  MERALI 

Previous  Balance  Payments  Received      New  Transactions  New  Balance 

1         2,237.06  j  2,900.17CR       1  3,393.64      |  2,730.53 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  137.00  reaches  us  by  23  NOV  07. 


Statement  Date:  02  NOV  07  Page  1 
Credit  Limit  Minimum  Payment 

40,000,00  I  137*00 


ALLAUDIN  MERALI 


000000180 


s.17(1),  17(4)(g)(i) 


LOOK  FOR  YOUR  FALL/WINTER  CLUB  REWARDS 
CATALOGUE  IN  YOUR  MAILBOX  THIS  MONTH, 
WITH  GREAT  IDEAS  FOR  THE  COMING  HOLIDAY 
SEASON!  ;:v'-'.H 


Club  Rewards 
Points  Balance 


271,656 


{      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

|  Posting  Date  ^Reference  No.         \  Description 


1-800-363-3333 


Amount 


03  OCT  07 
15  OCT  07 


04  OCT  07 

05  OCT  07 
10  OCT  07 

09  OCT  07 
09  OCT  07 
12  OCT  07 
15  OCT  07 
15  OCT  07 
pooooo  i  eo/CGooocaas 


52614635 

52953699 
53090042 

53042099 
53034642 
53203814 
53329961 
53326344 


Days  in  this  Billing  Period i  3  0 
PREVIOUS  BALANCE 
PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 

HYATT  HOTELS  RE  ST  OH  USD 
RES  TON  ,  VA  UNITED  STATES 

NOHMftNDS  RESTAURANT  EDMONTON  ,  AB  (^-0 


472.61 


AIR  CANADA 
Ticket  no* 


014  4984323110 
HOTEL  MCDONALD  F/B  EDMONTON  ,  AB 

SUBWAY  SUBALTA  FOODS  L  EDMONTON  ,  AB    \jJ££$C  €AM    *Jtij\t  J- 
YELLOW  CAB  EDMONTON  ,  AB  CX^^^^ 
OHA  HEALTH  ACHIEVE  TORONTO  ,ON 

YELLOW  CAB  EDMONTON  ,  AB  OJcZfeua*^ 


2,237, 
2, 900, 


06 

17CR 


480.77 


598 
413 

40 
8 
60 
792 
60 


.91 
.39 

.00  iS* 
00 

46  ^ 

■  A. 
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\*_"    w International" 


Account  No  :  _  ALLAUDIN  MERALI 

s.l7(l),  17(4)(e.l) 


Statement  Date:  02  NOV  07  Page  2 


|  Posting  Date  \ReferenceNo. 


24  OCT  07  53780333 

24  OCT  07  53B27297 

30  OCT  07  54155959 

30  OCT  07  54176547 

02  NOV  07  54250724 

02  NOV  07  54271611 

02  NOV  07  54310818 


Description 


HOTEL  MCDONALD  F/B  EDMONTON 

JACK'S  GRILL  EDMONTON  ,AB  (^u 

DNC  THS -DENVER  INT'L  A 
DENVER  ,CO  UNITED  STATES 

HILTON  HOTELS  DFW  LAKE 
GRAPEVINE  ,  TX  UNITED  STATES 


USD 


USD 


5.66 


251.00 


YELLOW  CAB  EDMONTON  ,AB 

HEALTH  INFORMATICS  S 
BRUNSWICK  EAS  AUSTRALIA 

JACK'S  GRILL  EDMONTON  ,AB 


BALANCE  DUE 

Expenses  in*   Canada*  2, B 67. 23 


AUD  2.30.  O0CR  f 


Foreign-  526,41 


Amount 


14.00  ^ 
300.00^ 
5.57  y 

246.49 

120.00  1^ 
206.42CR 


460.00 

,2,730.53 


i 


Q000O1 6O/COO00O8S7 
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=====  Capital 
S=T=  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
invoice  dete, 
invoice  number, 
Vendor  name. 

2.  Address  is 
required  ititiere 
is  no  invoke? 

3.  in  ail  easels  if 
a  P.O.  was  used: 
U  must  be  noted 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  Dec.  3/07 


invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L  1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4,  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

ceo. 

&  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  Fo  r  in  voices 
with  3  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Nov/07  -  A.  Merafi 


Is  this  a  P.O.  or  contract  payment?  □  Yes  K  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
I3  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Expiain  Below  .   


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


g]  No 


8  Ail  fields  are 
required  ft  there 
is  no  purchase 
order, 

9  Alt  codes  must 
be  Oracle  codes 
-do  not  use  Uax 
or  Tandem 

$pties? 

10.  Check  with 
Business 
Support:  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


Currency  (select  one) 


Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62314000 


69600000 


Expense 
Sub-Total 


$1,271.87 


$273.72 


GST  if  applicable 


Total  Payment 


$1,271.87 


$27312 


TOTAL 


$1,545.59 


$1,545.59 


11.  Wis  section 
is  required  for  all 
payments. 

12.  Approver 
should  hot  be 
requisitioner 
unless  no  other 
person  is 
avaifebfe, 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by (Print  name)  Trudy  Com gan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Printname)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


ithority  Level 


Approved  by   (Printname)  Sheila  Weatherill 


Title:  President 


JAM. 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Date 


Phone  #  407-8008 


Date. 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  marled  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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November  2006,  CH-0146 


APPLICANT  COPY 


Guidance  for  Approval  of  invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 

Level  5  SOOt  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 

Level  7  Manager  or  equivalent 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

Limits 
(Cdn  $) 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  arid  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

*    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  upT  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (exclu ding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
nstwo  rk 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•     Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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/ 1  I  "Ki  Diners  Qub 


biternationaF 


s.17(1),  17(4)(e.l) 


APPLIcSfffl?5eWff 


Account  No:  -  ALLAUDIN  MERALI  Statement  Date:  03  DEC  07  Page  1 

Previous  Balance  Payments  Received      New  Transactions  Nezu  Balance  Credit  Limit  Minimum  Payment 

1  2,730.53  j        10,096.67CR  1,780.59      j  5,585.55CR  40,000.00  I  0.00 


ALLAUDIN  MERALI 


S.17(l),  17(4)(g)(i) 


OD0000179 


Qub  Rewards 
Points  Balance 


273,437 


j      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

j  Posting  Date  I  Reference  No.         I  Description 


1-800-363-3333 


Amount 


02  NOV  07 

14  NOV  07 

06  NOV  07 
09  NOV  07 
09  NOV  07 
13  NOV  07 

15  NOV  07 
15  NOV  07 

26  NOV  07 

27  NOV  07 

PDOOOOt  79/C0000G893 


Days  in  thie  Billing  Period:  31 

PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 


54530968 
5465B411 
54742145 
54863672 
55049742 
55051053 
55519559 
55604350 


ALLAUDIN  MERALI 

TAXI  &  LIMO  PAYMENT  MISSISSAUGA  ,  ON 
BAEDI'S  STEAK  HOUSE  TORONTO  ,GN 
FAIRMONT  ROYAL  YORK  TORONTO  ,ON 


SUBWAY  SUBALTA  FOODS  L  EDMONTON  ,  AB  (/4j  twU>jL 

HARDWARE  GRILL  EUMONTON  ,  AB        {j^^^kO  GffiJ^ 
BEST  TAXI  TORONTO  ,ON  t^Xf    -  TV(fojfc 

YELLOW  CAB  EDMONTON  , AB      _  (jU*J^>^    ixi^^^'  £j*****£<* 


STARBUCKS  AT  INTERCONT 
CHICAGO  , IL  UNITED  STATES 


USD 


6.56 


2,730. 
10,096. 

60. 
100. 
851. 

5. 
267  . 

55. 
120. 
6. 


53 

67  CR 

00  ^ 
75 

62  y/ 
82 

90^/ 
00  |/ 
00 
62 
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*  *       Diners  Club 
International* 


s.17(1),  17(4)(e.l) 
Account  No : 


ALL  AUDIN  MERALI 


Statement  Date:  03  DEC  07  Page  2 


I  Posting  Date  \  Reference  No,         j  Description 


Amount 


27  NOV  07       55  63  05  62 


28  NOV  07  55671137 


28  NOV  07  55684151 


29  NOV  07  55734493 


30  NOV  07  55718163 


30  NOV  07  55779034 


STARBUCKS  AT  INTER  CONT 
CHICAGO  ,IL  UNITED  STATES 

MCCORMICK  FLAC102754  02 
CHICAGO  ,IL  UNXTED  STATES 

PICCOLO  HONDO  CAFE 
CHICAGO  ,IL  UNITED  STATES 

STARBUCKS  AT  INTER CONT 
CHICAGO  ,IL  UNITED  STATES 

MCCORMICK  PLAC10275402 
CHICAGO  ,IL  UNITED  STATES 

EMS  HOST-ORD  AIRFT  Q63 
CHICAGO  ,IL  UNITED  STATES 


BALANCE  DUE 

Expenses  ins   Canada:  1,696.09 


USD 


USD 


USD 


USD 


USD 


USD 


6.45 


9.65 


32.00 


6.45 


15.16 


7.02 

s.17(1),  17(4)(g)(i) 


6.51 


32.60 


6.45 


15.44 


7.15 


Foreign*  84.50 


235. OpJ 
5, 58ET5ECR 


POOOOOT  79/CG 000 0835 
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L=  Capital 
rs  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10*  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J3E4 


1.  Required 
fiefas  are 
invoice  date, 
invoice  number 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ail  cases  if 
a  P.O.  Was  used 
it  must  be  noted. 


I     PAYEE  INFORMATION  (Check  one  only)    E  Vendor   □  Patient 


Invoice  Date  Jan.  3/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

cm. 

6.  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order;  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Dec/07  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  ^  No 


if  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
IS  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  .  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


No 


$.  AH  fields  are 
required  if  there 
is  no  purchase 
order 

9  All  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes, 

10  Check  with 
Business 
Support  for 
available  codes 


111    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 

e.g.  201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


Currency  (select  one) 


[X]  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62314000 


62312000 


Expense 


ACCOUNTS 


turn- 


.£C:'r..^fl'-'' 


Total  Payment 


$7,686.90 


$35.00 


TOTAL 


$7,721.90 


$7J21.90 


11.  This  section 
is  required  for  alt 
payments. 

12.  Approver 
should:  not  be 
requisitipner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete,  


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Ailaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Weatheri II 


Title:  President 


(Signature)* 


(Signs 


Phone  #  407-3652 


^  Phone  #  407-3652 


Signing  Authority  Le1 


Date 


Phone  #  407^8008 


~F  7 
Signing  Authority  Level  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS 


■Notes: "  ~     *  ' 

1)  Ati  employee  daims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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I  l^i^2^5  Club 

%  3  mfotemationaTs  l7(l)  i7(4)(e.l)  \  APPU(M(¥WR^T 


Account  No:  -  ALLAUDIN  MERALI 

Previous  Balance         Payments  Received      New  Transactions  New  Balance 

5/585. 55CR  |  3,393.64CR       \  8,654*32      !  124.87CR 


Statement  Date:  03  JAN  08  Page  1 
Credit  Limit  Minimum  Payment 

40,000,00  I  0.00 


ALLAUDIN  MERALI 


0000001B3 


s.l7(l),  17(4)(g)(i) 


Club  Rewards 
Points  Balance 


217,291 


|      For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 


1-800-363-3333 


I  Posting  Date  j  Reference  No. 


03  DEC  07 
10  DEC  07 


04  DEC  07  56016655 


13  DEC  07 
2  0  DEC  07 


56456724 
56806793 


Description 


Days  in  thie  Billing  Periods  31 

PREVIOUS  BAliANCE 

PAYMENT  RECEIVED  -  THANK  YOU 

.    s.17(1),  17(4)(e.l) 


ALLAUDIN  MERALI 


AIR  CANADA 
Ticket  no. 


,MB 

014  4984770367 


BLACK  TOP  TAXI  COMPANY  CALGARY  ,  AB 


UNITED  VANCOUVER  ,BC 


Amount 


5,585, 
3,393 . 


55CR 
64CR 


Traveller 
Ticket  no. 
Date 

Hou ting/ cl ass 
Carrier 


MERALI /ALLAUDIN 
016  5664398913  2 
05  FEB  06 
ICH/NRT 
C 

UA 


727*90 


35 
735 


so  y 


P000G0 1 3 000093 1 
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}JJff,kaerruaional' s ,  7( ,  x  i7(4)(e.l)|;  APPLI(^#1§£PP  

Account  No:  -  ALLAUDIN  MERALI  Statement  Date:  03  JAN  08  Page  2 


Posting  Date  I  Reference  No.         j  Description 


Amount 


73  = 


s.17(1),  17(4)(g)(i) 


20  DEC  07       56B19064  AIR  CANADA  -   ,MB  [J^Qlk^^  M^J?  V_  6,223.40 

Ticket  no.        :     014  5684396910 


s.17(1),  17(4)(g)(i)  ^j^Tj^J 


BALAKCE  DDE  |  124  .  87CR 

Expene e e  in :   Canada :   6,854.32  "  — 


P000001 63/CO0OOQS33 
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^  Capital 
r?=  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  date, 
invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  ail  cases  if 
a  P,  O.  was  used 
it  must  be  noted. 


PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


invoice  Date  Jan.  3/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  onty 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Dec/07  -  A.  Merali 


is  this  a  P.O.  or  contract  payment?  □  Yes  No 


If  this  purchase  require^a contract  and  you  do  not  have  a 
CMS  contract  nun>beCr-please/ contact  Corporate  Contracting 
Office  (CCO)     y  * 

if  not  a  contracVoi 
[X]  Yes  describr 


CMS  (Contract  Management  System)  Contract 
Number 


acVor  PO  purefi 
-jbe  6f  / 


ase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
□  No,  exemption  #    -  - 


Goods  /  services  have4)een  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were/receiyefl  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  rLi^Bcplain  Below   


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


[X]  No 


8.  Alt  fields  are 
required  if  there 
is  no  purchase 
order 

9  Ail  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


10.  Check  with 
Business 
Support  tor 
available  codes. 


11.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature)  ^ 


Title:  Executive  Secretary 


Approved  by  (Print  name)  AHaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  Sheila  Wea the  rill 


Title:  President 


(Signature) 


Signing  Authority  Le* 


ivef#T 


(Signa^^^ 


Signing  Authority  Level  # 


7& 


Phone  #  407-3652 


Phone  #  407-3652 


Date^ 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUWfBER  FINANCE  4  1  -  SEE  PAGE  2 
FOR  DETAILS 


Notes:"  ~  "  —   

1)     Ail  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2}     AH  cheques  and  attachments  wil!  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pu\\e6  and  returned  to  departments  for  maiJir 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 


259 


November  2006,  CH  -0148 


APPLICANT  COPY 

Kelly, 

If  the  attached  Diners  payment  requisition  can  be  processed  -  will  work  with  Trudy 
everything  else  when  she  is  back. 

Tim 

Jan  31,2008 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


'..  Required 
fields  are 
invoice  date, 
invoice  number, 
Vendor  name, 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  In  all  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


I     PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


Invoice  Date  Feb  3/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


II     PAYMENT  DETAILS 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


Reason  for  payment:  Jan.08  -  A.  Merali 


8.  Ail  fields  are 
required  if  there 
is  no  purchase 
order, 

9  All  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 
codes, 

10.  Check  with 
Business 
Support  tor 
available  codes. 


11.  This  section 
is  required  fbrall 
payments. 

12  Approver 
should  not  be 
requisitioner 
unless  no  other 
parson  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  hot  already 
been  made. 


Is  this  a  P.O.  or  contract  payment?  □  Yes  El  No 


if  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4,1  Section  A,  6  (f)  Page  2 
Eg  Yes  describe  6f  □  No,  exemption  # 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  —  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2)  □  Yes         ^  No 


111 


EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


(Departments  must  provide  Complete  Coding) 


Bai  Unit 

e.g.  201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


^  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62310000 


62312000 


69600000 


61030000 


Expense 
Sub-Total 


$2,003.00 


$2,20716 


$611.54 


$940.00 


GST  ff  applicable 


Total  Payment 


$2,003.00 


$2,207.76 


$611.54 


$940.00 


TOTAL 


$5,762.30 


$5J62.30 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete 


Requisitioned  byfPrint  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Alia ud in  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatherill 


Title:  President 


(Signature) 


Signing  AuthofljkLevel 


(Signal 


SigningXuthority Level  # 


Date 


Phone  #  407-3652 


Phone  #  407-361 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  < 
FOR  DETAILS  ^  


.f- SEE  PAGE 


Notes:  t       ,_  _(  .  , 

1)    All  employee  claims  must  be  submitted  oh  the  Travel  &  Employee  Expense  Claim  form  .      .e  -  mflinnn 

2  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)     Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing  
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\uiners  uut? 
'  International 


s.17(1),  17(4)(e.l) 


Previous  Balance 
I  124.87CR 


Account  No  : 

Payments  Received 
|  1,545. 59CR 


-  ALLAUDIN  MERALI 
New  Transactions  New  Balance 

I  5,017.30       |  3,346.84 


Thank  you  for  using  your  Diners  Club  Card. 

Please  make  sure  your  minimum  payment  of  167.00  reaches  us  by  26  FEB  08. 


Statement  Date:  04  FEB  08  Page  1 
Credit  Limit  Minimum  Payment 

|  40,000.00  j  167.00 


ALLAUDIN  MERALI 


000000186 


s.17(1),  17(4)(g)(i) 


Club  Rewards 
Points  Balance 


222,308 


|     For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

|  Posting  Date  j  Reference  No.         I  Description 


1-800-363-3333 


Amount 


03  JAN  08 
11  JAN  08 


07  JAN  08  57407199 


Days  in  this  Billing  Period:  32 

PREVIOUS  BALANCE 

PAYMENT  RECEIVED  -   THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 


124.87CE 
1,545.59CR 


WEST JET  -    , AB 

Traveller         ;     MERALI /ALKADDIN 
Ticket  no.        :  Z97KLD 
Date  :     2  5  JAN  08 

Routing/ cl ass :  YXE/YEG 


09  JAN  06 
15  JAN  06 

22  JAN  08 

23  JAN  08 

24  JAN  08 

P00O001 86/CO0 000925 


57499657 
57796546 

58133080 

58186B61 
58238269 


WEST JET 


,  AB 


AIR  CANADA 
Ticket  no. 


AIR  CANADA 
Ticket  no. 


,MB 

014  20B0290294 
,  MB 

014  5684532072 


ADVANCE  GROUP  -  CANADI  VANCOUVER  ,BC  GB<^n  i^c^  ^yjp^/oQ 
NORMANDS  RESTAURANT  EDMONTON  ,  AB    ,,  ||  j  g  &fUet{^ 


204.40 

9*40CR^ 
594,00 

346,60  ^ 

0.00 


94 
281*211 


o 
o 
2  . 


fM  |      Diners  Oub 
V"  w&  International 


Credit  Limit 
40, 000, 00 


Annual  Interest  Rate 
18.95  % 


New  Balance 
3, 346  .84 


Minimum  Payment 
167 . 00 


Available  Credit 
36,653,16 

Interest  Charges 
0  .  00 

Payment  Due  Date 
2  6  FEB  08 

Enter  Amount  Paid 


Payable  at  all  chartered  banks  and  financial  institutions  in  Canada,  \$ 
Please  -write  your  account  number  on  the  front  of  your  cheque  or  money  order. 

s.l7(l),  17(4)(e.l) 

Account  No  :  -  ALLAUDIN  MERALI 

Statement  Date:    04  FEB  08 

DINERS  CLUB 
P.O.  BOX  7000 
COMMERCE  COURT  STATION 
TORONTO,   ON  M5L  1L2 

s.17(1),  17(4)(e.l) 
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\  Diners  Club 
\  International 


s.17(1),  17(4)(e.l) 


Account  No : 


ALLAUDIN  MERALI 


Statement  Date:  04  FEB  08  Page  2 


i  Posting  Date  \  Reference  No, 


Descriptit 


Amount 


25  JAN  08  582  89494 

24  JAN  08  53263363 

28  JAN  08  58421559 

29  JAN  08  58501616 


01  FEB  08  58660521 

04  FEB  08  587  07464 

04  FEB  08  58707386 

04  FEB  08  58731659 


AIR  CANADA 
Ticket  no. 


,  MB 

014  5684532147 


^~T~,A  .  Oi-  .5*-*: 


VIOLZNO  RISTORANTE  EDMONTON  ,  AB         CH"   -  *  5  SV**f£ 
THE  SASKATOON  CLUB  SASKATOON  ,SK       ^  j^J^bcti^^  ~" 


UNITED  VANCOUVER  ,BC 


Travel  lei- 
Ticket  no. 
Date 

Routing / cl as s 


MERALI /AIiLACTDIH 
016  5684628044 
03  MAS  08 
BOS/LGA 
B 

UA 


Carrier 

WEBER  MOTORS  EDMONTON  ,AB 

IL  PORTICO  RESTAURANT  EDMONTON  ,  AB  \jtAAAci^ 
CAPITAL  TAXI  LINE  EDMONTON  , AB 
UNITED  VANCOUVER  ,BC 


BALANCE  DUE 

Expenses  in;   Canada:  5,017*30 


568.90  V"' 


215.33 
133.86 
359.80 


17 974. 00 
115. 00 

29.  00^/"* 
73  5. 60CR 

3,346.84 


POO 0001 S6/C00000927 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President  Finance  and  Administration  and  CFO 

Level  4  COO,  VP,  CIO,  CPO,  CLQ,  MOB  (or  equivalent  approved  by  Level  3) 

Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 

Level  7  Manager  or  equivalent 

Level  8  Coordinator,  Supervisor  or  equivalent 

Leve*9  E*u^nessSu£pcirt 

Decision/transaction 

Authority  Level 

Limifs 
(Gdn$) 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

♦    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract  , 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities^see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offeite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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B  Capital 
se  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
101h  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoice  tiaia, 
invoice  number, 
Vendorname, 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  elf  cases  if 
a  P  O.  was  Used 
It  must  be  noted. 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 

ceo. 

6.  the 
exemption 
numbers  are 
assign  ed  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  totat  is 
required. 


I     PAYEE  INFORMATION  (Check  one  only)    13  Vendor  □  Patient 


invoice  Date  Feb  3/08 


invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


ProvincefState  ON 


II     PAYMENT  DETAILS 


Postal  Code  WI5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


Reason  for  payment:  Jaabft  -  A  MeraM 


Is  this  a  P.O.  or  contract  payment?  □  Yes  No 


if  this  purchase  requires  a  contract  and  you  do  not  nave  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  <CCO^  


CMS  (Contract  Management  System)  Contract 
Number 


jf  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
0  Yes  describe  6f  □  No,  exemption  # 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  Net  Explain  Below  \  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


(X|  No 


a  Ait  fields  are 
required  if  there 
is  no  purchase 
order: 

9  AH  codes  must 
be  Oracle  codes 
-do  not  UseVax 
or  Tandem 
codes, 

10.  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


201 


201 


201 


201 


Location 
e  g  9000 


9000 


WOO 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


7111500000$ 


7111560000$ 


71115000006 


Currency  (select  one) 


H  Canadian    □  US.       □  Other 


Account 
ejg.  69500001 


$2310000 


$2312000 


$9600000 


$1030000 


Expense 
Sub-Total 


$2,003.00 


$2,207,76 


$611.54 


$940.00 


GST  if  applicable 


Total  Payment 


$2,003*00 


$2,207.7$ 


$611.54 


$940.00 


TOTAL 


$5,762.30 


$5,762.30 


11.  This  section 
is  required  tor  all 
payments. 

1Z  Approver 
sh  ould  not  be 
requisitjoner 
unless  no  other 
person  is 
aveilabfe. 

13,  Approver 
confirms  that 
t/jis  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  Is  accurate  ancj  corpplete. 


Requisitioned  by(Pnnt  name)  Trudy  Corrig  an  (Signature)    ^\  [J^iju^j 


Title:  Executive  Secretary 


Approved  by  (Print  name)  AHaudfh  Merali 


Title;  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weather!  I! 


Title:  President 


(Signature) 


Signing  Authority  Level 


(Signature) 


Signing  Authority  Level  # 


Phone*  407-3652 


Date 


Phone  #  407-36 


Phone  #  407-800S 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAGE  2 
FOR  DETAILS  .  


Notes: 

1 )  AH  employee  cla  tons  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled,  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  thai  week. 

4)  In  complate/improperiy  auth  orlzed  payment  requisitions  Will  be  returned  without  processing 
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Tees,  Kelley 


APPLICANT  COPY 


From: 

Sent: 

To: 

Subject: 
Attachments: 


Corrigan,  Trudy 

Tuesday,  March  25,  2008  12:37  PM 

Afacan,  Vicky;  Tees,  Kelley 

FW:  Message  from  UAHCORP30  -  Diners  Club 

SUAHCORP300803251 1340.pdf 


Attached  are  2  payment  reqs  for  Diners  Club  for  Allaudin.  Can  you  please  pay  and  I  will  get  the 
signed  copies  by  Sheila  over  asap. 


Thnx 
Trudy 


From:  admin@cha.ab,ca  rmailto:admin@cha.ab.ca1 

Sent:  Tuesday,  March  25,  2008  12:34  PM 

To:  Corrigan,  Trudy 

Subject:  Message  from  UAHCORP30 


SUAHCORP30 
i2511340.pdf  {1 
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Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
1 0th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
invoice  date, 
invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  invoice. 

3.  in  all  cases  if 
a  RO  was  used 
it  must  be  noted. 


I     PAYEE  I N FORMATION  (Check  one  only) 


Vendor  □  Patient 


Invoice  Date  Mar  3/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4,  Complete 
entire  section. 

5  CMS  con  tract 
number  is 
provided  by 

ccE 

6.  The 
exemption 
numbers  are 
assigriedoy 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Feb. 08  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  S  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
^  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


a  Ail  fields  are 
required  if  there 
is  no  purchase 
order, 

9  Alt  codes  must 
be  Oracle  codes 
-  do  not  use  Vax 
or  Tandem 

codes: 

10.  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


^  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62310000 


62312000 


66020000 


69500000 


69600000 


Expense 
Sub-Total 


$917.73 


$2,101.39 


$99.00 


$500.00 


$541.65 


GST  if  applicable 


Total  Payment 


$917.73 


$2,101.39 


$99.00 


$500.00 


TOTAL 


$4,159.77 


$4,159.77 


11.  This  section 
is  required  for  all 
payments. 

12.  Approver 
should  not  be 
requisitioner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by(Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Al  laud  in  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Print  name)  Sheila  Weatherill 


Title:  Presidefit^ 


SORDANCE'vVIT 


(Signature) 


Signing  Authority  Level 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


TJwX 


\2M 


Phone  #  407-3652 


Phone  #  407-6008 


CE  4.1 -SEE  PAGE  2 


AUTHORIZATIONS  SHOULD 
FOR  DETAILS 


IN  ACCORDANCE^™  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAG 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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I  I  IB  Umers  Uub  t 
n  f  ^.foternational'sntii  I7(4)(e.l) 


APPLI 


-  Account  No:  -  ALLAUDIN  MERALI 

Previous  Balance  Payments  Received      New  Transactions  New  Balance 

3,346.84  ;  9,099. 32CE      j  4,159,77      |  1,5B2.71CR 


Statement  Date:  03  MAR  08  Page  1 
Credit  Limit  Minimum  Payment 

40,000.00  I  0.00 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


000000219 


Club  Rewards 
Points  Balance 


226,369 


For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

Posting  Date  \  Reference  No.         \  Description 


1-800-363-3333 


Amount 


04  FEB  08 
06  FEB  OB 
12  FEB  08 

05  FEB  08 
12  FEB  08 

21  FEB  OS 

22  FEB  08 


590173B6 
59242180 
59675039 
59741475 


Days  in  this  Billing  Period;  2B 
PREVIOUS  BALANCE 
PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -  THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 
YELLOW  CAB  EDMONTON  ,AB 
JACK'S  GRILL  EDMONTON  ,AB 
WEBER  MOTORS  EDMONTON  ,AB 


3,346.84 
1,3  67*42CR 
7,721. 90CR 


UNITED  VANCOUVER  ,BC 


Traveller 
Ticket  no. 
Date 

Routing/ class 


MERALI /ALLAUDIN 
016  6947911889 
27  FEB  08 
HCO/DEH/YEG 

U  F 
UA/TTA 


190.00 
261.85 
727 
2, 0B7 .80 


-53  l0// 


to 


;7  FEB  08 


21  FEB  08 

P0000021 9/C00QQ1 1 01 


59704975 


Carrier 

VIOLINO  RISTORANTE  EDMONTON  ,AB      fcjAv^    -   £4X ,  UJ^t  Z-Wffi 


2  60. 00 


Diners  Oub 
-ZZJBF  International* 

Credit  Limit 
j  40,000,00 

Annual  Interest  Rate 
j        18.95  % 

New  Balance 
1,582.71CR 


Minimum  Payment 
0.Q0 


Available  Credit 
40,000.00 

Interest  Charges 
0.00 

Payment  Due  Date 
Enter  Amount  Paid 


Payable  at  all  chartered  banks  and  financial  institutions  in  Canada, 

Please  write  your  account  number  on  the  front  of  your  cheque  or  money  order, 

s.17(1),  17(4)(e.l) 

Account  No:  -  ALLAUDIN  MERALI 

Statement  Date:    03  MAR  08 


DINERS  CLUB 
P.O.  BOX  7000 
COMMERCE  COURT  STATION 
TORONTO,   ON  M5L  1L2 

s.17(1),  17(4)(e.l) 

□□□□□□00DODO1SAE7100QQQ0QQ3 


,  Umers  Uub 
^International* 


s.17(1). 

Account  No  : 


17(4)(e.l)LAPPl  I 


-  ALLAUDIN  MERALI 


Statement  Date:  03  MAR  08  Page  2 


Posting  Date  i  Reference  No.         j   Description  j  Amount 

26  FEB  08       59916951               ORNG  CTY  CNVCR1027  6301  USD      U^s£               13.12  13,59  / 

ORLANDO  ,  FL  UNITED  STATES  f         t  1/ 

03  MAR  08       6023  6979                CH  HEART  INSTITUTE  EDMONTON  ,AB  500,00  \^ 

03  MAR  06                                       ANNUAL  FEE  99,00 

BALANCE  DUE  I  1,S82,71CR 

Expenses  ins   Canada:   4,146,18  Foreign:  13.59 


P00000219/CQOQ01  tos 
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-es  Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  SL 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fietdsare 
Invoice  date, 
Invofcenumber, 
Vendor  name: 

Z  Address  is 
required  if  there 
is  no  invoice^, 

3.  in  a//  cases  if 
a  P.O.  ms  used 


I     PAYEE  INFORMATION  (Check  one  only)    S  Vendor  □  Patient 


Invoice  Date  Mar  3/08 


Invoice  Number  2044801 15 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Compete 
enUresection. 

5.  CMS  contract 
number  is 
provided  by 

ceo, 

6.  The 
exemption 
numbers  are 
ass  igned  by 
Accounting 
Services 

7.  For  invoices 
v/itfi  a  purchase 
order;onjy 
invoice  total  is 
required. 


J!     PAYMENT  DETAILS 


Reason  for  payment:  Feb.08  -  A.  Merall 


Es  this  a  P.O.  or  contract  payment?  Q  Yes  [§|  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCQ)   


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  Items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
13  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods /  services  have:  beep  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Expfain  Below  


Explanation- 


Are  original  attachments  to  be  mailed  with  cheque?  (Mote  l) 


□  Yes 


El  No 


a  All  fields  are 
required  if  there 
is  no  purchase 
order, 

9  Ail  codes  must 
bp  Oracle  codes 
-dongtuse^ax^ 
or  Tandem 

codes.  -: 

1  ft  Check  with 
Business  , 
Support  for 
available  codes. 


ill    EXPENSE  CODES  (M  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


201 


Location 
e,g.:  9000 


9000 


9000 


9000 


9Q00 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


E]  Canadian     Q  U.S.       □  Other 


Account 
e,g.  69500001 


62310000 


62312000 


$6020000 


69500000 


69600000 


Expense 
Sub-Total 


$917.73 


$2,101.39 


$99.06 


$500.00 


$541.65 


GST  if  applicable 


Total  Payment 


$917.73 


$2,101.39 


$99.00 


$500.00 


TOTAL 


$4,159 J7 


$4,159.77 


11.  pits  section 
is  required  for  ail 
payments. 

12.  Approver 
should  not  be 
reqiii06ner 
unless  no  other 
person  is 
available. 

13.  Approver 
confirms-  that 
this  payment 
has  not  already 
beenmade* 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accu  rate  and  complete.   


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Af laudin  Merali 


Title:  Executive  Vice  President  &  GFO 


Approved  by  (Print  name)  Sheila  Weatheriil 


Title;  President 


(Signature)  ^  ^M»j/*j^ 


Sighing  Authority  Levels; 


(Signature) 


Signing  Authority  Level  #■ 


Phone  #  407-3652 


Date 


TlwX 


\3/oC 


Phone  #  4.07-3662 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4:1  -  SEE  PAGE  2 
FOR  DETAILS  ..  ..  


Notes: 

1 )  Ail  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  fortn 

2)  All  cheques  and  attachments  wiii  be  mailed  out  by  Accounting  Services,  Cheques  Ml  NOT  be  puiled  and  raturned  to  departments  for  maliing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week . 
4}    Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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5  L  *  Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J3E4 


1  Required 
fields  are 
Invoice  date, 
Invoice  number, 
Vendor  name. 

2.  Address  is 
required  if  there 
is  no  in  vo  ice. 

3.  In  ail  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only) 


Vendor   □  Patient 


Invoice  Date  Apr  3/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
number  is 
provided  by 
CCO. 

6.  The 
exemption 
numbers  are 
assig  ne  d  by 
Accounting 
Services 

7.  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  Mar.08  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  |3  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
I3  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


8.  Ail  fields  are 
required  if  there 
is  no  purchase 
order 

9  All  codes  must 
be  Oracle  codes 
r  do  not  use  Vax 
or  Tandem 
codes. 

10.  Check  with 
Business 
Supportfor 
available  cddes: 


111    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


BaE  Unit 
e.g.  201 


201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


9000 


Functional  Centre 
eg,  71135050044 


71115000006 


7111500000$ 


71115000006 


71115000006 


Currency  (select  one) 


71115000006 


□  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62310000 


62314000 


66020000 


49010000 


69600000 


Expense 
Sub-Total 


$61.00 


$2,470.79 


$628.65 


$177.18 


$944.09 


GST  rf  applicable 


Total  Payment 


$61.00 


$2,470.79 


$62^5 


$177.18 


$944.09 


TOTAL 


$4,381.71 


$4,381J1 


11,  This  section 
is  required  for  all 
payments 

12.  Approver 
should  not  be 
requisWoner 
unless  no  other 
person  is 
available. 

13  Approver 
confirms  that 
this  payment 
has  not  already 
been  made 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by  (Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Al  laud  in  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  $J?eila  Weatherill 


Trtle:  President 


*N#M2CORDAUCE  WITH  SIGNI 


(Signature) 


Signing  Authority  Lew 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Phone  #  407-8008 


CE  4,1  4  SEE  PAGE 


AUTHORIZATIONS  SHOULD  BE 
FOR  DETAILS 


ORDAWCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4,1  4  SEE  PAGE  2 


Notes:   "  -  ,  

1 )  AH  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  wiif  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

:  Lette!  1  Soard 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFQ 

Level  4  COO,  VP,  CIO,  CPO,  CLO,  M0H  (or  equivalent  approved  by  Level  3) 

ImM  §  SOO,  Regional  prectof,  Senior  Director  or  equivalent 

Level  6  Director  or  equivalent 

Level  7  Manager  or  equivalent 

Level  8  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Su  ppoft  Directors/Assistant  Directors 

Decision/transaction 

Authority  t^Vftl 

Limits 
(cm  $) 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  arid  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250T000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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j  Diners  Club 
'  International 


s.17(1),  17(4)(e.l) 


5  Account  No:  -  ALLAUDIN  MERALI 

Previous  Balance  Payments  Received      New  Transactions  New  Balance 

\      1, 582.71CR  I  9, 922. 07CR 


4,381.71 


7, 123 .07CR 


Statement  Date:  03  APR  08  Page  1 
Credi  t  Limit  Minimum  Pay  men  t 

40,000.00  |  0.00 


ALLAUDIN  MERALI 


s.l7(l),  17(4)(g)(i) 


000000213 


Club  Rewards 
Points  Balance 


230,751 


For  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 


1-800-363- 


j  Posting  Date  j  Referetice  No.         j  Description 


03  MAR  08 

31  MAR  08 

31  MAR  08 

12  MAR  08  60716223 

12  MAR  08  60716225 


13  MAR  08 
04  MAR  08 


60734678 
60329653 


05  MAR  08  60357498 


06  MAR  08 

PQ 00002 1 3/C  0000 1 04 1 


60426495 


Days   in  this  Billing  Period:  31 
PREVIOUS  BALANCE 
PAYMENT  RECEIVED  -  THANK  YOU 
PAYMENT  RECEIVED  -   THANK  YOU 

s.17(1),  17(4)(e.l) 

ALLAUDIN  MERALI 

ORNG  CTY  CNVCR1027  63  01  USD 
ORLANDO   ,FL  UNITED  STATES 

ORNG  CTY  CNVCR1027  63  01  USD 
ORLANDO   ,FL  UNITED  STATES 

YELLOW  CAB  EDMONTON  ,  AB 

MCK *  MCKINS E Y  QUARTERLY  USD 
312-795-7210   ,NY  UNITED  STATES 

PALM  RESTAURANT -NY  USD 
NEW  YORK  , NY  UNITED  STATES 

IMPERIAL  PARKING- LOT  0  EDMONTON  ,  AB 


10.92 


26.89 


( 

JuJfcLUWfe/ 


17  5,43 


37  .00 


Amount 


1,582 , 
5,762. 
4,159, 


7  ICR 
3  OCR 
77CR 


11.11 


27  .37 


20. 
177  . 


37.  61 


e.oo 


y 
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"3 


Diners  Qub 
InternatkwidC 


s.17(1),  17(4)(e.l) 


APPLIQ 


Account  No  : 


-  ALLAUDIN  MERALI 


Statement  Date:  03  APR  08  Page  2 


j  Posting  Date  |  Reference  No. 


06 

MAR 

08 

60448818 

07 

MAR 

06 

60485468 

03 

APR 

08 

61844915 

13 

MAR 

08 

60816334 

17 

MAR 

08 

60970860 

18 

MAR 

08 

61046909 

28 

MAR 

08 

61539384 

31 

MAR 

08 

61600086 

31 

MAR 

08 

61660359 

02 

APR 

08 

61769350 

Description 


L 


Amount 


INST,  OF  CHARTERED  ACC  GBP 
MILTON  KEYNES   ,GB  UNITED  KINGDOM 


313 ,75 


HARDWARE  GRILL  EDMONTON  ,AB 


YELLOW  CAB  EDMONTON  ,AB 
COLLEGE  OF  FHYS  EDMONTON  ,AB 
RUTH'S  CHRIS  STEAK  HOTJ  EDMONTON 


NORMANDS  RESTAURANT  EDMONTON  ,AB  ^i^flVAtJ^ 


AIR  CANADA 
Traveller 
Ticks b  nc. 
Routing'/  class 

Carrier 


,MB 

MERALI  /AiLADDIN  MR 
001  21££57958S 
YYZ/YEG 
J 

AC 


AIR  CANADA 
Ticket  no. 


,MB 

014  5685063913 


SUBWAY  SUBALTA  FOODS  L  EDMONTON  ,AB 


TAXI  &  LIMO  PAYMENT  MTSSISSAUGA  ,ON 


BALANCE  DUE 

Expenses  in:   Canada;   3,499.7  9 


628.65 

480.00 

33.00  ^ 
100.00 
300.00  ^/ 
150.36 
1,  653 .90 


i,80  \/// 


685, 

13.73  xy 

55.00 
7,123.07CR 


Foreign:  881.92 


POO0OO2 1 3/C00001 043 
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Capital 
W=  Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St. 
Edmonton,  Alberta  T5J  3E4 


1.  Required 
fields  are 
Invoicedate, 
invoice  number, 
Vendor  name. 

2.  Address is 
required  if  there 
is  no  invoice. 

3.  in  all  cases  if 
a  P.O.  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)         Vendor    □  Patient 


invoice  Date  May  2/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  QMS  contract 
number  is 
provided  by 

eca 

6  The 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7>  For  invoices 
with  a  purchase 
order,  only 
invoice  total  is 
required. 


PAYMENT  DETAILS 


Reason  for  payment:  Apr. 08  -  A.  Merali 


Is  this  a  P.O-  or  contract  payment?  □  Yes  13  No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO) 


CMS  (Contract  Management  System)  Contract 
Number 


if  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
El  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below  


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


El  No 


B.  All  fields  are 
required  if  there: 
is  no  purchase 
order* 

9  Ail  codes  must 
be  Oracle  codes 
-donqtuseVax 
or  Tandem 
codes) 

10.  Check  with 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bal  Unit 
e.g.  201 


201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


□  Canadian 


□  U.S. 


□  Other 


Account 
e.g.  69500001 


62310000 


62314000 


62312000 


69500000 


69600000 


Expense 
Sub-Total 


$23.00 


$1,644.53 


$451.80 


$632.31 


$113.00 


GST  if  applicable 


Total  Payment 


$23.00 


$1,644.53 


$451.80 


$632.31 


$113.00 


TOTAL 


$2,864.64 


$2,864.64 


11.  This  section 
is  required  for  all 
payments 

12.  Approver 
should  not  be 
requisitioner 
uniess  no  other 
person  is 
available. 

13.  Approver 
confirms  that 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete.  


Requisitioned  by(Print  name)  Trudy  Corrigan 


(Signature) 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name 


Title:  Preside 


AUTHORIZATIONS  SHOULD 
FOR  DETAILS 


(Signature) 


Signing  Authority  Levef#3 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Date 


Phone  #  407-3652 


Date 


Phone  #  407*8008 


IGNING  AUTHORITY  POLICY  NUMBER  FINANCE 


CE  4.1  -  SEE  PAGE  2 


Notes:  ' 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  All  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services,  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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APPLICANT  COPY 


Guidance  for  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


Authority  Levels 

Level  1  Board 
Level  2  President 

Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFO 

Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3} 

Level  5  SOO,  Regional  Director,  Senior  Director  of  equivalent 

level  6  Director  or  equivalent 

Levef  7  Manager  or  equivalent 

Level  8»  Coordinator,  Supervisor  or  equivalent 

Level  9  Business  Support  Directors/Assistant  Directors  

Decision/transaction 


Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 


6(f)       Items  not  requiring  purchase  order  or  contract     — — —    — — 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities^see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  being  utilized 

  Emergency  equipment  maintenance  under  $1,000 


Authority  Levef 


•    Level  2,  Level  3 


•    Level  3  and  Level  4 


Level  4 


Level  5 


•    Level  6 


•    Level  7 


•    Level  2,  Level  3 


•    Level  4  with  Level  3 


•    Level  4 


•    Level  5 


•    Level  6 


•    Level  7 


'  Limits' 
(Sdri$) 


None 


$1,000,000 


$  500,000 


$  250,000 


$  100,000 


$  50,000 


None 


$  100,000 


$  20,000 


$  10,000 


$  5,000 


$  1000 


No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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"~  y  ™  International s.17(l),  17(4)(e.l) 


^Previous  Balance 
[      7,123.07CR  j 


Account  No  :  -  ALLAUDIN  MERAU 

Payments  Received      New  Transactions  New  Balance 

000       I  2,980.88       |  4,142.19CR 


Statement  Date:  02  MAY  08  Page  1 
Credit  Limrt  Minimum  Payment 

40,000,00  Q.OG 


ALLAUDIN  MERALI 


8.17(1),  17(4)(g)(i) 


000000191 


Club  Rewards 
Points  Balance 


203,732 


|  for  statement  enquiries,  please  call  our  toll-free  Customer  Service  line  at 

|  Poking  Date  j  Reference  No.  \Desctiption 


1-800-363-3333 


03  APR  08 

07  APR  oa 
07  APR  oe 
07  APR  06 
10  APR  06 


61976126 
62031305 
62025691 
62218486 


11  APR  08  62260284 


Days  in  tnxs  Billing  Period:  2  9 
PREVIOUS  BALANCE 


L 


Amount 


s.l7(l),  17(4)(e.l) 

ALLAUDIN  MERALI 

THE  HIGH  RUN  CLUB  EDMONTON  JVtj  -  CjWc, 
ALBERTA  CO-OP  TAXI  EDMONTON  ,AB 
LIMO  &  TAXI  FLEET  SERV 


TORONTO  ,ON 


UNITED  VANCOUVER  ,BC 
Traveller         :  MERALI/ALLAUDIH 
Ticket  no.        *     016  6651406609  9 
Date  ;      13  H^y  08 

Routing/ class:  YEG/DEN/MCT/DEN/YEG 

W      W       W  W 
Carrier  :  DA/UA/UA/UA 


13  HAY  08 


s.17(1),  17(4)(g)(i) 

HOTEL  MCDONALD  F/B  EDMONTON  ,AB 


7,123 .07CR 


53 
23 
55 
549 


.00 
.00 

00  ^ 

60  vS 


P00 CO0 1 3 1  /G00CG0953 


■/.. 
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international'*  .i7(l),  17(4)(e.l)  ^p^Q^^^M 


Account  No  : 


-  ALLAUD1N  MERALI 


Statement  Date:  02  MAY  08  Page  2 


\PostingDate  [Reference  No.  {Description 


11  APE  08  6227B931 


14  APR  08  62350101 


29  APR  08  63138351 

21  APR  08  62786328 
23  APR  08  62903050 


23  APE  OB  62903055 


24  APR  08  62960580 


AIR  CANADA 
Ticket  no. 


014  56B5140701 


UNITED  VANCOUVER  ,BC 
Traveller         :     MERALI/ ALL AUDIN 
Ticket  no.        >     016  £852050919  9 
D*te  :     10  jtnsr  08 

Routing/  cl  ass  :     YE Q/ DEN/ MSN /DEK/YEG 

V       V      V  V 
Carrier  :  UA/OA/DA/UA 


Amount 


10  jdm  oe 


AIR  CANADA 
Ticket  no. 


,  MB 

014  5685205179 


THE  VANCOUVER  CLUB  VANCOUVER  ,BC 
AIR  CANADA   -  ,MB 

Net    ;    3  00.0  0       GST/HST    :    4  9.27 
Traveller         ;     MERALI /ALLADTJIH  MR 
Ticket  no.        :     001  215752578D 
Routing/  class :  YYJ/YVR/YEG 
U  U 

Carrier  :     AC/ AC 


Mb  to 


AIR  CANADA   -  ,MB 

Traveller         :  MERALI / ALLAUDXN  MR 

Ticket  no.        ;  ooi  2157525780 

Routing/ clas  3 :  YYJ/YVR/YEG 

Carrier  :  AC/ AC 

WEBER  MOTORS  EDMONTON  ,AB 


BALANCE  DUE 

Expenses  in:  Canada*  2,980.86 
Net    :    300.00        GST/HST   ;  49.27 


210 


•90  t/^ 


657.61  v/ 


48.05 
349.27 


40.00 


C^U    rt^a^C^  632.31 


4,142 .19CR 


P000001 91/CO00OO35S 
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Capital 
Health 


APPLICANT  COPY+. 
Payment  Requisition 


Accounting  Services 
10th  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J  3E4 


/.  Required 
fields  are 
invoice  date, 
Invoice  number, 
Venddrhame* 

2.  Address  is 
required  if  there 
is  no  invoice^ 

3.  in  aif  cases  if 
a  PC  was  used 
it  must  be  noted. 


I      PAYEE  INFORMATION  (Check  one  only)    S  Vendor   □  Patient 


Invoice  Date  June  3/08 


Invoice  Number  204480115 


Vendor  Name  Diners  Club 


Address  P.O.  Box  7000,  Commerce  Court  Postal  Station 


Province/State  ON 


Postal  Code  M5L1L2 


PO# 


Vendor  Number 


City  Toronto 


Country 


4.  Complete 
entire  section. 

5.  CMS  contract 
Humberts 
provided  by 
CCO 

6.  Tfie 
exemption 
numbers  are 
assigned  by 
Accounting 
Services 

7  - For  invoices 
with  a  purch  a  se 
order,  only 
invoice  totalis 
required. 


II     PAYMENT  DETAILS 


Reason  for  payment:  May/08  -  A.  Merali 


Is  this  a  P.O.  or  contract  payment?  □  Yes  Kl 


No 


If  this  purchase  requires  a  contract  and  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCO)  


CMS  (Contract  Management  System)  Contract 
Number 


If  not  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4.4.1  Section  A,  6  (f)  Page  2 
El  Yes  describe  6f  □  No,  exemption  #    -  - 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below   


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


IEI  No 


8  Alt  fields  are 
required  if  there 
is  no  purchase 
order, 

9  Ait  codes  must 
be  Oracfe  codes 
^do  not  use  Vax 
or  Tandem 
codes. 

10,  Check  witfi 
Business 
Support  for 
available  codes. 


Ill    EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 

(Departments  must  provide  Complete  Coding) 


Bai  Unit 
e.g.  201 


201 


201 


201 


201 


Location 
e.g.  9000 


9000 


9000 


9000 


9000 


Functional  Centre 
e.g.  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


S  Canadian     □  U.S.       □  Other 


Account 
e.g.  69500001 


62314000 


69600000 


61540040 


69500000 


Expense 
Sub-Total 


$2,074.41 


$94.33 


$926.68 


$210.00 


GST  if  applicable 


Total  Payment 


$2,074.41 


$94.33 


$926.68 


$210.00 


TOTAL 


$3,305.42 


$3,305.42 


1%  This  section 
is  required  for  aif 
payments. 

12.  Approver 
should  not  be 
requisifioner 
unless  no  other 
person  is 
available, 

13,  Approver 
confirms  that 
thispayment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  relate  only  to  Capital  Health 
business  and  information  provided  on  this  form  is  accurate  and  complete. 


Requisitioned  by (Print  name)  Trudy  Corrigan 


(Signature! 


Title:  Executive  Secretary 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by   (Print  name)  S] 


Title:  President 


Weatherill 


'A 


(Signature) 


Signing  Authority  Level 


hority  Level  #3 


(Signature) 


Signing  Authority  Level  # 


Phone  #  407-3652 


Phone  #  407-3652 


^6 


Date 


Phone  #  407-8008 


Date 


AUTHORIZATIONS  SHOULD  BE  IfsfACCORDANCE  WITH  SIGNING  AUTHORITY  POLICY  NUMBER  FINANCE  4.1  -  SEE  PAi 
FOR  DETAILS 


Notes: 

1)  All  employee  claims  must  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  AU  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  returned  to  departments  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by  MONDAY,  4:00  p.m.  will  be  processed  that  week. 

4)  Incomplete/improperly  authorized  payment  requisitions  will  be  returned  without  processing 
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MCC  131153 


280 


I  Diners  Club 
International' 


Account  No:  204480115  -  ALLAUDIN  MERALI 


Statement  Date:  03JUN08  Page  2 


Posting  Date    Reference  No. 


15  MAY  06  64142393 


15  MAY  08  64142932 


15  MAY  08  64141265 


16  MAY  08  64155487 


20  MAY  08  64212566 


20  MAY  08  64247006 


23  MAY  08  64555619 

2  6  MAY  08  64585944 
26  MAY  08  64594158 


27  MAY  08  64697589 


Description 


Amount 


UNITED  DENVER  ,  CO  UNITED  STATES 
Net   i   27.63       GST/HST   i   2.0  6 


USD 


Traveller 
Ticket  no. 
Date 

Routing/ class 
Carrier 


MERALI/ALLAIDIN 
016  4069924052 
13  USAY  OB 
XAA/XAA 
Y 

UA 


DNG  THS  -  DENVER  INT'  L  A 
DENVER  ,CO  UNITED  STATES 

WOLF  GANG  PUCK  EXPRESS 
DENVER  ,CO  UNITED  STATES 

GRAB  &  GO  A6  MCI  Q63 
KANSAS  GI^Y  UNITED  STATES 

UNITED 

KANSAS  CITY  ,MO  UNITED  STATES 


Traveller 
Ticket  no. 
Date 

Routing/class 
Carrier 


MERAIL/ALLAUDIN 
016  4066520360 
14  HAY  08 
XAA/XAA 
Y 

UA 


UNITED  VANCOUVER  ,BC 


Traveller 
Ticket  no. 
Date 

Routing/ cl ass 
Carrier 


MERALI /ALLAUDIN 
016  5685714997 
14  MAY  08 
MCI/DEN/YEQ 

W  W 
UA/UA 


RSNA  CONVENTION 

8  00-424-5249    ,IL  UNITED  STATES 
WEBER  MOTORS  EDMONTON  ,AB 
UNITED  VANCOUVER  ,  BC 


Traveller 
Ticket  no. 
Date 

Routing/ class 


MERALI /ALLAUDIN 
016  5685715087 
14  JUN  08 
YEG/SPO/SLC/YEG 

W      W  T 
UA/UA/ DL 


29.  00 


USD 


USD 


USD 


USD 


45.0  0  A 


45.  00 


7.73 


29.  00 


14  HAY  08 


USD 


920. 00 


14  jxm  OB 


Carrier 

HOTEL  MCDONALD  F/B  EDMONTON  ,AB 

s.17(1),  17(4)(g)(i) 


29 


.69 


46.07 


46.  07 


7  .92 


29. 68% 


100.00 


926.68 


210. 00 


659 .23 


BALANCE  DUE 

Expense g  in:  Canada t  3,372.25 
Net   i   27,63       GST/HST   :  2.06 


Foreign*   1,08  6.11 


35 


3M 


P 00000 1 S4/C00000933 
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APPLICANT  COPY 


Guidance  far  Approval  of  Invoice  Payments  -  Excerpt  from  Delegations  of  Signing  Authorities  CAD  4.4.1 

Note:  Refer  to  CAD  if  payment  is  for  Capital  Equipment,  Information  Systems,  Physicians  or  Community  Contracted 
Agencies  or  Non  Hospital  Surgical  Facilities 


An thoritv  Levels 

Lfevet 1  Bdard 
;  Level  2  President 

?  Level  3  Executive  Vice  President,  Finance  and  Administration  and  CFQ 
Level  4  COO,  VP,  CIO,  CPO,  CLO,  MOH  (or  equivalent  approved  by  Level  3) 
Level  5  SOO,  Regional  Director,  Senior  Director  or  equivalent 

;  Level  6  Director  or  equivalent 

;  Level  7  Manager  or  equivalent 

\  Level  8  Coordinator,  Supervisor  or  equiVateht 

I  Level  9  Business  Support  Directors/Assistant  Directors 

Decision/transaction 

Authority  Level 

L 

Approval  for  invoice  payments 

6(c)      Payments  for  consulting  and  other  service  agreements  under  contract 

•    Level  2,  Level  3 

None 

•    Level  3  and  Level  4 

$1,000,000 

•    Level  4 

$  500,000 

•    Level  5 

$  250,000 

•    Level  6 

$  100,000 

•    Level  7 

$  50,000 

6(f)       Items  not  requiring  purchase  order  or  contract 

•  Cell  Phone/Pager  monthly  charges 

•  Catering/Events  -  including  short  term  space  rental  and  related  items  e.g. 
cleaning,  set  up,  and  sound/video  equipment  rental 

•  Office  water,  coffee  and  related  supplies 

•  Hotel  accommodations  and  car  rentals 

•  Petty  cash  reimbursements 

•  -  Subscriptions,  journals,  periodicals 

•  Course  registration  fees  for  Educational  training,  Seminars,  web  access 
registration,  teleconferencing  charges 

•  Employee  &  Volunteer  mileage  &  expenses 

•  Permits  &  license  fees,  title  searches,  credit  checks 

•  Memberships,  library  books,  preprinted  educational  materials 

•  Freight  charges,  courier  fees 

•  Postage  meter  refills 

•  Print,  radio,  television  or  internet  advertising 

•  Physician  mileage  &  expenses 

•  Utilities-see  section  8  for  signing  authority  levels 

•  Honorariums 

•  Sponsorships 

•  Decorations  and  flowers 

•  Authorized  staff  appreciation  gifts  under  $200  (excluding-cash/near  cash 
items) 

•  Temporary  staffing  through  staffing  agencies 

•  Emergency  items  and  other  reimbursements  for  personal  property" 

•  Accounts  Receivable  billing  refunds,  as  per  approval  levels  described  in 
Section  H  -  Financing  and  Investing/Patient  Trust  payments 

•  Offsite  file  storage,  locksmiths,  waste  removal  and  shredding 

•  Emergency  vehicle  maintenance  /towing  for  Capital  Health  vehicles 

•  Language  Interpretation  services 

•  Internet,  super-net  and  similar  services  for  CH  employees  to  access  CH 
network 

•  Clinical  Interpretation  Fees  e.g.  ECG,  EEG,  etc  where  approved  regional 
rates  are  bei  n  g  uti  I  ized 

•  Emergency  equipment  maintenance  under  $1 ,000 

•    Level  2,  Level  3 

None 

•    Level  4  with  Level  3 

$  100,000 

•    Level  4 

$  20,000 

•    Level  5 

$  10,000 

•    Level  6 

$  5,000 

•    Level  7 

$  1,000 

No  other  payments  without 
contracts  or  PO's  will  be  allowed 
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APPLICANT  COPY 


^===  Capital 
fc^=  Health 


Travel  Expense  Claim  Form 

(in  Canadian  Dollars) 

(To  be  used  for  all  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Position 


Department 


Period  from 


Employee  Number  .  . 

Cost  Centre  ^ 1  '^OOO'  ~U  U  S  -  <h  0  OP<K> 
Bus.  Phone        M>On,  z3^g^ 


to 


Expenses  Paid  (P/ease  atfach  iBceipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  form. 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

✓  if  GST 
included 

DO  NOT  USE 

Accommodation 

Meals 

Registration  Fees 

fZS^Of  I 

Transportation  (including  parking) 

Other 

Mileage  \ 

UJ 

TOTAL*  \ 

$ 

Less  Cash  Advance 

— :  

NET 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and  wilt  be  used  to 

process  your  claim.   „__^^__^^_^^_^_^_ 

I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature 
Approved  by 
Print  Name  _ 
Signature 


Date 


6  &-^Z]L-e^L^ 


Title  C€Q 

Title  

Date   „ 


Print  Name 
Signature  _ 
NOTE: 

•  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

•  Please  ensure  that  the  expense  claim  is  properly  authorized. 

-  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account 
.  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 
internal  mail  system. 

•  See  the  other  side  of  this  form  for  expense  claim  limits. 

•  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Harley  Court,  1100,  10045  -111  Street,  Edmonton,  AB 

T5K2M7). 

•  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

SIDE  1  OF  2 

CH-0313  Sep  2004 
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APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


TOTALS  TO  FRONT  OF  FORM 


EXPENSE  LIMITS 
1.    Meal  Allowances 

^  SaT  He^nnUr]^  0,6                  *              at  the  Per  Diem  meal  atlowance  of: 

i .  mrh  *5«£S  Crf  016  deParture  hmo  is  earlier  orthe  return  time  Is  later  than  7:00  a  m ) 

EWr  S2"22  K  H?9  ^eParture  A™ is  e*rt™  or  the  return  time  is  laler  than  1 :00  p.nU 

Fnr  mot  lwL  *      *  7'00  (,f  ^e  deParture  *«e  is  eariier  or  the  return  time  is  later  than  7:00  d  m ) 
For^ea.  expanses  ^a,  exceed  the  above  amounts,  me  supervise, 

deludes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel 
•  unving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed " 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  litery  to  exceed  $500 
4.    Hosting  Expenses 

Ch+4313  Sep  2004 
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2. 


3. 


SIDE  2  OF  2 


APPLICANT  COPY 


i — i  C*3  i—i  — t  — i  ?o  — t  ^? 
Scu  go  3ro  ^LpicSn 

Scd  ST      ic>      tji  ro 


I  1  TO    OJ  C^.-  1 

^   trs      x  ^  oo\         ^  ^  , — . 


sac? 


§g  ^  cji  ^  tn  ui  r-o  _  a|  ^-=5' 

sc=0o.?o,^^   as  Sep 

<Z>  CO  ^  Z££ 

[— *  h— 

— t 


286 


/  


Welcome  To 

tcast:  cafe  $  BAR 

r  100803717 


C-.C3 

r:,.,,,;.. 


f  


287 


r   


^  1  t- 


5,  4? 


Ni::. 


-I 


is 
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...  APPLICANT  COPY 

/  ■  . .  _^  


D  river  #. 


Cab#. 


CAB  #1122 


To:. 


From:. 


Date: 


Amount  \%21l 


Fit  INC 

TRIP  # 

»  mm 

1448? 

OIST 

5.58  mi 

fare 

*  16.15 

EXTRAS 

*  2,25 

TOTAL 

*  18.40 

BOSTON  CAB  ASSOC 

'"VH  tljp 

289 


Best  Copy  Possible 


APPLICANT  COPY 


panda  rxpRTKr; 

PRUDENTIAL  OMuM 
St  J'HVi'  Y   UG  iiV -tr/siYi 

1  BOU      v!AuR  < 


con  i ah  r  r  Aur  ^  ^  ;vr  ; ; 


1  K 


Au   Bon   Pai n 
Hynes 

STORE  #41 


QUESTIONS  -  CONCERNS? 

Visit  us  at  our  web  site: 
http://WWH.AUB0NPAIN.COM 


2005-03-15 


T i  cket  #36 
41  7  141  36 


Lg.  Orange  Juice  s 
Poland  Springs  16  bz 

i0  GO 

^OUIYL  Out 


10:11  AM 


2.59 
1.4S 

4,08 
,20 
4.28 

4.28 
.00 


-         Bon  j  f  i 

STORE  #41 


QUESTIONS  -  CONCERNS' 

Visit  us  at  our  web  site: 
ht  tp : //WWW , AUSONPAIN . COM 


Tax 


HQ  ^.SH 


mm 


T  i  cket  #7*4 
00^03-15  9:43  AM 

41  4  128  74 


Cfnr.anion  Bagel  ^™m^ 
LASTED 

Strawberry  Jam 

Ho  t  Tea  i  ^ 

1°  G0  2.18 


.10 


Amount  Due  2  28 


10.00 


nahye  7_y2 
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0° 


APPLICANT  COPY 


CUV  OF  EWOH 
LiW  MKME.  . 
RST  8  iiSMO  8T0901 


1111.53 

09^x  In  03/21/Ob  xy.*>  ou«. 

RswlarRate  $  U.4 
Total  Tax  $  «.?J 
Total  Fes     $  M 

CQHE  » 


291 


.    .  APPLICANT  COPY 


Best  Copy  Possible 


292 


1  V- 


075401 


IMPERIAL  PARKING 
cfimm  CORPORATION 
10239- 107th  STREET 
EDMONTON,  ALBERTA  420-1976 

READ  CONDITIONS  CAREFULLY 
» VetJic^es  not  displaying  Valid  ticket  on 
dash  w&  be  towed  or  charts 'at  pwne# 
expense. '  2 '  ..  j  "t.  " 

*  Vehicles  and  contents  letf  at  Ot^n.fef 's  ■ 
risk » Maximum  Daily  Rate  charged  on 
lost  tickets.  *  Vehicles  parkedover  24 
hours  will  be  subject  to  towing  ajitf  $t(^ggj 
fees  unless  attendant  is  notiffeS&We  *" 
reserve  the  privilege  of  moving  vehicles  to 
other  section  of  lot  °  Ticket  is  non-  , 
transferable^  *  No  in  and  out  privileges;: 


LIC.  NO.: 


PUT: 


AMOUNT: 


Of 


DETACH  THIS  PORTION  FOR  VALIDATION 


RECEIPTOR 
VALIDATION 

IMPERtALsRSt^kJNjG 
CANADA  CbFE^$£!OH 

10239  ^  107th  STREET 
EDMONTON,  ALBERTA  420-1976 


075 


THIS  FEE  INCLUDES  G.S.T  REG;  #68731  5636  RT0001 
VISITOURWEBSITEATwrtw.impark.com 
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APPLICANT  COPY 


=^_=  Capital 
Health 


Travel  Expense  Claim  Form 

(In  Canadian  Dollars) 

(To  be  used  for  all  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Position 


Department  

Period  from  1  / ^ 


Employee  Number   ._  , — 

Cost  Centre  R6QO  S  (jigjOgOQ^ 
Bus.  Phone  ^4rCCT^>^   


to 


Expenses  Paid  fP/ease  aHacft  rece/pfs;.  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  form. 


Non-Canadian 
Currency 

Rate 

Canadian  $  {including  GST) 

V  if  GST 
included 

DO  NOT USE 

Accommodation 

Meals 

, .  V..J 

Registration  Fees 

Transportation  (including  parking) 

vJ 

Other 

Mileage 

TOTAL  y 

$  \OS.-iD 

$ 

Less  Cash  Advance 

NET 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and  will  be  used  to 
process  your  claim.     


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature 
Approved  by 

Print  Name      SM^A^  lOGA^e^ 


Date 

Title. 
Date 
Title. 
Date 


Signature 
Print  Name  A 
Signature 
NOTE: 

*  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

*  Please  ensure  that  the  expense  daim  is  property  authorized. 

*  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account 

*  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 

internal  mail  system. 

*  See  the  other  side  of  this  form  for  expense  claim  limits. 

*  Approved  claim  form  urith  receipts  should  be  sent  to  Accounts  Payable  (Harfey  Court,  1100,  10O45- 111  Street,  Edmonton,  AB 

T5K2M7). 

*  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

one  SIDE  1  OF  2 
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APPLICANT  COPY 


EXPENSE  CLAIM  DETAILS 


EXPENSE  LIMITS 
1.    Meal  Allowances 

WhGn  *ffJS^  ^  emptoyee  may  be  ™mbureed  at  lhe  Per  *™  ™*  anawnoe  of: 

Mmrh  22  S ^  ^P3*"18  hme  B  eariier  °r »»  return  lime  is  later  than  7:00  a  m ) 

nTnnTr  L  2'2  (rf  ^  deParture  tJlTle  *  eari»er » the  return  time  is  later  than  1 :00  p  m ) 

c«r  m*  *  7-°° (lf     deParture  time  is  earlier  or  the  return  time  is  later  than  7  00  o  m  \ 

Forrnea.  expenses  that  exceed  the  above  amounts,  the  supervisory  approve  hiflher  amourrts^SSpts,  provided  these  are  reasonable 

deludes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel 
•  Dnving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed  * 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500 
Hosting  Expenses 

CH-0313  Sep  2004 
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2. 


3. 
4. 


APPLICANT  COPY 


GST  INC.  R81223B8333 

"  05APR06  09:27  001  001 
-  05APR06  08114  01 

/  1U3  11101052 
-01004002 

RATE  1  W-|0 
.......  T0TftL  *  50 

CASK 

HANASED  BY 
~  ~"  IHPEBIfiL 


297 


APPLICANT  COPY 


CITY  OF  EDHQNT0N 
LIBRARY  PARKfsDE 
SST  tt  119326270  RT0001 


RCPtn  1670 

04/06/05  22:10    !_«  1  A»  36  TxnB 
04/06/05  17:48  In    04/06/05  22:10  Qui: 
m  104084 

Regular  Rate  $  3=27 
Total  Tax  %  0:23 
Total  Fee  %  3.50 
EftRH  PAID  I  3,50- 
Cash  Tender  %  5.00 
Charae  Due  J  ^  1=50 

THANK  VCHJ 

COKE  flGfiffl 
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APPLICANT  COPY 


st7v  o-  ekntjn 
dm-?  m-r;T 

GST  fe  ibpww  mm; 


W  97035 

04/13/05  18:48  l;??  agio  rs,«^ffi 
M.x5i?-:i,"  odo-:^vj^" 
iKiBiO'r/43 

tesiJlar  Rats  *  £>  9i 
Total  Tax  $  0S 
rota!  hee  S  irw 
GASH  PAID  $ 
Gash  Tender  $  5„00 
Bnsnse  Dye    $    n  ra 

THANK  Tm 

•fe:  iSMiv 
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APPLICANT  COPY 


m  sm  cm 

"mm 
immwL 

mm 

■  M^15 

mm  iM 

GST  & 

flJE/HBHT3*48 
CASH  JlSJIflS 

wimifl'  mm 
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APPLICANT  COPY 


We  acknowledge  receipt  of  £140.  0  O'H0^  2b 
Cheque  Number  /  Card  ref;  s45006000. 


Membership  No:683 1023  REC000400432 


Mr  A  S  MERALI FCA 


s.17(1),  17(4)(g)(i) 


Date  Received:  19/04/2005 


Gloucester  House  399  Silbury  Boulevard  Milton  Keynes  MK9  2HL 
Tel  01908  248100  Fax  01 908  691 1 65  DX  31427  Milton  Keynes  www.kaew.co.uk 
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APPLICANT  COPY 


CITY  of  taw  uh 

library  riii„,  i 

®\  ft  11932^0  KlOto.  - 


13:05  In  Kr;zm  ^ 
Regular  Hate  » 

Total  Tax  «•«  ^ 

Total  Fee     *  nf«* 

chShprib  i 

Casn  Tender  l 

COME  AGAIN  l.  


 ■-  :  ,     .  .........                          ■    ^  .........        ...  ,  .i  ■      :  >..._.  .......  L  ........       

  ■    :r::,,  ..                     ;..                              '■  ... 

■ ,.....,..,........,..r,  _    

;   ^. 
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APPLICANT  COPY 

jtyl8>  


Thank  You  ror 
Parking  At  CoMerce 
Place  Parkade 

Q5H?m  15:48  019  002 
0HAPR28  13=55  01 

/  l;53  §125490 

B0043713351 

RATE  6„;ju 

TOTAL  6.00 

\):m  20,00 

CHANGE  14=00 

m  mm?My  ^ 

a  Nice  IT:K 


304 


APPLICANT  COPY 


Capital 
Health 


Travel  Expense  Claim  Form 

(in  Canadian  Dollars) 

(To  be  used  for  aii  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Positron 


Department   

Period  from  ffefaf 


Employee  Number  /  ^   _ — 


Bus.  Phone 


to 


Expenses  Paid  (Ptease  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  form. 


Non-Canadian 
Currency 

Rate 

Canadian  $  {including  GST) 

✓  if  GST 
included ' 

DO  NOT  USE 

Accommodation 

Meals 

Registration  Fees 

Transportation  (including  parking) 

Other 

Mileage 

TOTAL 

$ 

Less  Cash  Advance 

NET 

process  your  claim.  _^ 

I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by 
or  on  my  behalf  from  Capital  hjeaith  o^other  organization.  . 

Employee  Signature 

Approved  by 


me 


Date 


Print  Name  5  U3GfLTJd£_g^ 


™e  Ceo 

Date 
Title 


NOTE: 

•  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

•  Please  ensure  that  the  expense  claim  is  properly  authorized. 

•  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  accounL 

•  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 

internal  mail  system. 
-  See  the  other  side  of  this  form  for  expense  claim  limits. 

.  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Harley  Court,  1100,  10045  - 1 11  Street,  Edmonton,  AB 
T5K  2M7). 

•  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 
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APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Date 

|  Particulars 

nl#CUI  IllllCXJdllUn  i 

>      ineai  5 

Registration  J 

>  Transportation! 

Other  $ 

Mileage  km 

&o 

bo 

<*- 

Ll    I'pp  ^ 

to 

'V. 

J... 

£V 

FY 

 IX 

^^Mjl — 

 1> 

] 

 A* 

 £5- 

(** 

 Jjf 

tJ 

if'  MMtdLr--9fM 



.  1  . 

Total  km 

@ 

S0.35- 

TOTALS  TO  FRONT  OF  FORM 

EXPENSE  LIMITS 


Meal  Allowances 

When  Raveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  aiiowance  of: 
Breakfast  $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

bVncn  $1 0  00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $  1 7.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p  m ) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are  reasonable. 


2.  Travel 


^ttJS^if^ft "  h  ™  rembureement  at  me  rate  *  50-35  per  tan  for  the  first  1 5,000  kilometers  of  approved  travel 

ma  fiscal  year  (Apnl  1  to  March  31)  and  $0.33  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with 
receipts  m  accordance  with  Capital  Hearth  Policy.  If  union  contract  rates  differ  than  $0.35  then  contract  rate  must  be  used 
Includes  alj  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500, 
Hosting  Expenses 

Ofllb^^  eXpenSe$)  h3Ve  *°  *"  aPProwd  at  a  seniorteveI  b*  «»  Se™r  OP^fing  Officer.  Chief  Operating 


Officer,  the  Vice  President  or  the  President 
CI+0313  Sep  2004 
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SIDE  2  OF  2 


* 


APPLICANT  COPy 


O 


V 

v 


S   M   I   M   M   \  I 


APPLICANT  CORY 


fvz....A~-7  rivf.i-H   Cf.-iioi1  tftWS'i 

425-427  Oxford  Street 

London,     W1C  2PJ 
02074911934 

VAT  NUMBER  651  4483  45 

Eat  In 


~   PTR:3023 

- 15/05/05 


Drawer:  1003 


1  Taza  Tea  Tall 

1  SCONE,  JUMBO  RAISIN 

Total 

T1.T3  Sales  incl.  Tax  S17.5X 
Total  Tax 


Cash 


Change  Due 


REG:  1 
16:05:12 

1.25  11 
1,60  Tl 

2.85 

2.85 
0.42 

5,00 

2.15 


834595 


Thank  You  for  Visiting 
Starbucks  ■», 


^  ^jL^t>^-,--  ■       ....  .......                                          .  ... 

■         .  " 

.....2.  §5.. 


■x 


JQ.:.  OO 


 *jH'*]jz 


I. 


APPLICANT  COPY 


I  £  .'     W;     HI  if5"^  V"'"  X  h  ,  * t'A    *i  J   *        i    1    i"    '  /   i  1       1  R  I 

K$r  BSSeSS.  ^BsSfei  Hi^&3  £9  HH        raj   is  is£    SIbS    HI?       ESSE!!!'  fsS£<5>t1  Bsatiii!  IsE  eliifsl? 


Date 


15  k  <f^>  ei^ 


Signed  ^^'"^^ 

IT'S  A  PLEASURE  DOING  BUSINESS     5^  |A)#ot 

LONDON  TAXI 
CABS  RECEIPT 

ALWAYS  USE  A  LICENSED  CAB 


AMOUNT: 
DATE: 

SIGNATURE: 


RECEIVED  WITH  THANKS 


HH    H  dlF^l         111 H  G^Sfc     Bt^^        ^ JB'^l      ^glb  jgSfe.  HESSE!  EH  l^asiBKSfial 

£?     ^  i'*  fiVlN  fea**  rcW<<  |*2  St       %    /  V>  F      It  «|  i"„' i4**  ^  *\i  6.1*    $>  '  l^te 

^sssp'  bsbjhii      vhi  u^pr  bvbi  Bmr        B£        Barfs?  £§|  111  PrtrftflSj  ^csy^r  ySMKI^|  B3  ^  Era 


Date 


Signed 


APPLICANT  COPY 


Est  presso 
Consessions  Connections 
Terminal  1  Airside 
Heathrow  TW6  1QE 

The  Restaurant  Group 
VAT  NO -.340  377  862 
FAD I  18/05/05  06:26 

Till  2  Sale  220580 

1  English  Breakfast  Tea  1.40* 
l  Still  Water  lBtl  1.10* 
1  Croissant  1-40* 


TOTAL 


3.90 


CASH 


4.00 


CHANGE 
*  y.A.T. 


0.10 
0.58 


Tel:  0208  990  9278 
Fax:  n?^"'"-. 


APPLICANT  COPY 


Cash  Receipt 
SUNSHINE  CABS  LTD. 
260  Riverside  Drive 
North  Vancouver,  B.C.  V7H2M2 


Date . 


GST  INCLUDED  #R1 05077580 


From 


Driver 


987-3333 
N.VAN 


922-333 
W.VAN 


Thank  You  for  Thinking  Sunshine 
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APPLICANT  COPY 


fc^i  Health 


Travel  Expense  Claim  Form 

(In  Canadian  Dollars) 

(To  be  used  for  all  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 

Nam*         (\lU\U  &  trf  M<gM*yf 

Position    ^L>£fcC,  \j  f* 
Department 


Employee  Number  ,  

cost ^^ol  oi6n0  ^WlSOGQQQ^ 
Bus.  Phone     Hon^ip^  •  


Period  from  ~&Me  ifot  tn  So/Q5 


Expenses  Paid  (Please  affac/i  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  form. 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

v  if  GST 
included 

DO  NOT  USE 

Accommodation 

Meals 

Registration  Fees 

Transportation  (including  parting) 

I  03. SO 

Other 

Mileage 

TOTAL    '(  . 

$  -  - 

Less  Cash  Advance 

NET 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and  will  be  used  to 

process  your  daim.  

I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  CapiteLHealth  or  other  organization. 


z 


Date 

Title. 
Date 
Title. 
Date 


ceo 


Employee  Signature 
Approved  by 

Print  Name.  S^fe^A  UXftTUfeEU' 
Signature 
Print  Nam/* 
Signature 
NOTE: 

*  GST  amounts  induded  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

*  Please  ensure  that  the  expense  claim  is  properly  authorized. 

*  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account. 

*  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 

internal  mail  system. 

*  See  the  other  side  of  this  form  for  expense  claim  limits. 

*  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Harfey  Court,  1100,  10045  - 1 1 1  Street,  Edmonton,  AB 

T5K2M7). 

*  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

SIDE10F2 
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APPLICANT  COPY 


EXPENSE  CLAIM  DETAILS 


Date 


Jk. 


Particulars 


Accommodation  $ 


■z. 


43- 


Africa 


-4: 


4a- 


1 1 


sL/E  At- 


Meal$ 


Registration  $ 


_2>i 


"Tilt** 


42 


4    Mix]  M 


ti      Pt/j  fr-vi 


at  a 


Transportation  $ 


OtherS 


2..C  r> 


J 


y 


3.0, 


Total  km 


TOTALS  TO  FRONT  OF  FORM 


US.oo 


\D3.50 


Mileage  km 


/2_ 


£2 


la. 


2JD 


3af2_ 


60 


3TH 


$<L35 


EXPENSE  LIMITS 

1 .  Meal  Allowances  [  4  2^  - 1  ^ 

oreawast  58.00  (if  the  departure  time  is  earlier  orthe  return  lime  is  laterthan  7  00  a  m ) 

rl?ncn  J10-00  ('f  *he  departure  time  is  earlier  orthe  return  time  is  later  than  1:00  pm) 

Dinner  »17-00fn*thedeparturetimeiseariierortheretumn'meislaterthan7:00pm) 

2.  £v™    XPe"SeS  ^  ar,,0Un,S•  *"  supefvisormay  aPProve  waher  amou^.  wilhreceipts,  provided  these  are  reasonable. 

•  Use  of  personal  automobile -From  Oct  1.2003,reimbureementattherateof$0.35perl(mforthefi^^^ 

n  a  fiscal  year  (April  1  to  March  31)  and  $0.33  for  each  kilometer  there  after.  B^JTcwta^?^^ 
receipts  m  accordance  with  Capital  Health  Policy.  If  union  contract  rates  differ  than  WStm^^^SSSS 

•  deludes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel 

•  Onwng  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500 

4.  Hosting  Expenses 

CH-0313  Sep  2004 
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APPLICANT  COPY 


TELUS  PARKhBE 

GST  INC,  RH1223S6333 


05JUNO4  1814?  001  001 

05 JUNG*  17:34  01 

/  1115  1106000 
=01009814 

RATE  1  $3,50 

TOTAL  $3,50 

CASH  $3,50 


m '  0;  0  BY 


314 


APPLICANT  COPY 


RECEIPT  /  RECU 

From/De:  


315 


APPLICANT  COPY 


iiiiliiB?  ,R^jppr  for  Cab  tap.e  ^ 


Cab  No. 


G.S.T.  Included  tn  meter  fare 


VISA 


APPLICANT  COPY 


TEUib  PARKflBE 

GST  INC.  KII122388333 

mmm  ioi42  ooi  ooi 

05JUH09  07:28  01 

/  3114  810*225 
-01010092 

RATE  1  $10*50 
TOTAL  $!0~ 50 

CASH  $10=50 

MANAGED  ¥i 


317 


APPLICANT  COPY 


TEL  Us  PARKADIi 

65T  INC..  RM32388333 

0SJUN24  i3:o3  mi  om 

05JUK24  09:30  fij 

/  3:33  it! 07583 
=01011*90 

RATH  !  $10,-50 
TOTAL  m.w 
CASH  $10.50 

!'  ■■■  rng  Br  ■ 


318 


APPLICANT  COPY 


APPLICANT  COPY 


^^-=  Capital 
==~=  Health 


Travel  Expense  Claim  Form 

(In  Canadian  Dollars) 

(To  be  used  for  ail  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Name  _^  

Position      &£C  '.\je*CF6 

Department  

Period  from  0*4*41  $  \&£  to  , 


Employee  Number   „  , 


Cost  Centre 
Bus.  Phone 


Expenses  Paid  (Please  attach  receipts).  Do  not  include  amounts  paid  by  Capita!  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  form. 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

V  if  GST 
included 

DO  NOT  USE 

Accommodation 

Meals 

u 

Registration  Fees 

Transportation  (including  parking) 

Other 

Mileage 

,/ 

TOTAL 

$ 

Less  Cash  Advance 

NET 

$  iXbs 

Ttie  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and  will  be  used  to 
process  your  claim, 

I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  Capital  tfqajth  or  ot|jf  r  organization. 


Jj2  j2luIS^uJ^  


Date 

Title. 
Date 
Title. 
Date 


•  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable, 

•  Please  ensure  that  the  expense  claim  is  properly  authorized. 

•  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account 

•  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 

internal  mail  system, 

•  See  the  other  side  of  this  form  for  expense  claim  limits. 

•  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Hariey  Court,  1 100,  10045  - 1 1 1  Street,  Edmonton,  AB 

T5K2M7). 

•  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

SIDE  1  OF  2 
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APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


EXPENSE  LIMITS 
Meal  Allowances 

When  fravejjng  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meat  allowance  of- 

Breakfast  $8.00  (if  the  departure  time  is  eariier  or  the  return  time  is  later  than  7:00  a-m.) 

}-uncn  $10.00  (if  the  departure  lime  is  eariier  or  the  return  time  is  later  than  1 :00  p.m!) 

Dinner  $1 7.00  (if  the  departure  time  is  eariier  or  the  return  time  is  later  than  7:00  p.m ) 

TraveT  GXPenSeS  GXCeed  *e  ab0VG  am0UntSt     s"^*™  ma*  aDProve  hi9her  amounts,  with  receipts,  provided  these  are  reasonable. 

*     Use  of  personal  automobile  -  From  Oct  1 ,  2003,  reimbursement  at  the  rate  of  $0.35  per  km  for  the  first  15  000  kilometers  of  aooroved  travel 
in  a  fiscal  year  (April  1  to  March  31)  and  $0.33  for  each  kilometer  there  after.  BusinesTcar  insurance  fe  re^ 

.     ESS!  Wlth  S3^1  HeaIth  P0ircy-  ,f  union  ""*«*  rates  dHfer  ffi«  50  35  *«n  ^ct  rate  m^  be  uTed        '  * 

includes  ail  fonns  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
Hosting  Expenses 

CI+0313  Sep  2004 
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4. 


APPLICANT  COPY 


CD 

CD 

W.. 

o 
o 

■o 

o 

c/> 
W 


APPLICANT  COPY 


mmL  tM 

GST  $ 
CASH 


-323- 


APPLICANT  COPY 


i  ! 


APPLICANT  COPY 


SO 


CD 
O 


0> 


CD 


o 

o 


> 

3 
o 
c 


f 

I  * 
f  ■ 

i  i 
f 

i  < 


APPLICANT  COPY 


Ja=_^  Capital 
Health 


Travel  Expense  Claim  Form 

(fn  Canadian  Dollars) 
f  To  be  used  for  all  Regional  and  Out  ofRegronal  Travel) 


(Please  Print  or  Type) 
Name;       ft  LL  ftllOlrO  (YXfe^M 


Position 


Department 


Employee  Number  _  __  ■  

rr -t c^/^j  : <^fifS  j_iU 6, 

Bus,  Phone  ,  


Period  from-  \/ti&.....  to  ,,ftu%  .fefefe 


Expenses  Paid  (P/ease  attac/,  /Bce,PfeJ.  Do  net  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursatte  by  anotner 

...  A  ■    t   *uA  A»kai>  atria  r\f  tho  fnlTTl 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

✓  if  GST 
included 

DO  NOT  USE 

Accommodation 
Meals 

Registration  Fees 

Transportation  (including  parking) 
Other  .J 

^] 

Mileage 

) 

TOTAL 

$ 

Less  Cash  Advance 

NET 

me  information  on  this  form  is  coliected  under  section  4  of  me  Regional  Health  Authorities  (Materia!)  Regulation  and  rill  be  used  to 
process  your  claim. 


,  hereby  certify  that  the  expenses  .isted  above  were  incurred  on  Capita.  Heaith  business  and  have  not  been  prevous.y  earned  by  me 
or  on  my  behalf  from  Capital  Health  o&ether  organization. 


Date 


a  me  


  Title 

  Date 

  Title 

Date 


Employee  Signature 
Approved  by 

Print  Name     SUg^fi  U^T^A 
Signature 
Print  Na 
Signature 

NOTE:  t  n  uf 

.  GST  amounts  Included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

•  Please  ensure  that  the  expense  claim  is  properly  authorized.  .  . 

internal  mail  system. 

•  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President. 
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APPLICANT  COPY 


■juapisaud  am  jo  juapjsajd  aoiA  aifl  \iaoiyo 


6unwdo ;9I40 'JaoiflO  Buqeiado joiuas aifl Xq |aAai joiuas e je paAOidds aq oj aAe4 {sesuacfea juawujepaiua fiuipnpm)  jjasuadxs iBugsoM. Xl£ 

sesuedxg  Suft&oj-f 

OOSS  paeaxa  oi  Xjana  aie  sasuadxa  |aAEj)  pepiAOJcJ  pajsanbaj  aq  Xeiu  aoueApB  laABjj. 

OOUBApV 

-paujiBp  aq  iouubo  pub  ]3abjj  ssaujsnq  pajapjsuoo  ;ou  sj  ipo«  way  pue  oj  6u^uq 
-|3abji  [boo|  JCtf  sasnq  puB  skej  (kiipnpuj  'sjsod  uorjEuodsuBJi  jo  sujjoj  ne  sapnpui 

laABJi  paAOJdda jo  suaiamoip,  ooo'St  m ^ ^ udj jad ffro*  jo ajej  aifl p HJaujasjnquj.aj  'eooz  ' t  TOO  way- ajqoujojn  f  euosiad jo  asp  . 


J6ABJ1  J 


ajqBuoseaj  ojb  asaifl  papiAOJd  'sjdiaoaj  ifliM  'smnome jauBiq  aAOJddB  Xem  joswuadns  aifl  'sjunouiB  aAoqB  aifl  paaoxa  iBifl  sasuadxa  maw  joj 

furd  oo:z  ubuj  jaiej  si  aujg  ujnjaj  agj  jo  jaiuBa  si  ami)  ajnuBdap  aifl  jj)  ocm$  jauuin 
furd  oo:  I,  UBlfl  jaiBj  si  aujij  ujnjaj  aifl  jo  jajuea  sf  aiuij  ampEdap  aifl  ji)  qo  o  It  gouiin 
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APPLICANT  COPY 


Capital 
Health 


Travel  Expense  Claim  Form 

(In  Canadian  Dollars) 

(To  be  used  for  ail  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Name 


Position 


Employee  Number   .  


Department 
Period  from 


Cost  Centre 
Bus.  Phone 


^>6PC.  Vy/p^  to     SeP^t  Bq/&> 


Expenses  Paid  (Please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  lb  mi.    ^^o^.    r  - 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

✓  if  GST 
included 

DO  NOT  USE 

Accommodation 

Meals 

Registration  Fees 

j  ^  \q\ 

Transportation  (including  parking) 

Su \i& 

1^03 

Other  ^fOO 

Mileage 

TOTAL 

$  ■      ^^^^^3  3 

$ 

Less  Cash  Advance 

NET 

$ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and  will  be  used  to 
process  your  claim. 

I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  CapitahHealth  or  other  organization. 


Employee  Signature 
Approved  by 
Print  Name  _ 
Signature  


ipitaljHealth  or  other  organization. 


Date 

Title 
Date 
Title 
Date 


Print  Name . 
Signature  _ 
NOTE: 

.  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

*  Please  ensure  that  the  expense  claim  is  property  authorized. 

-  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account 
.  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 
interna!  mail  system. 

•  See  the  other  side  of  this  form  for  expense  claim  limits. 

.  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Hariey  Court,  1100,  10045  -111  Street,  Edmonton,  AB 
T5K2M7). 

.  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

SIDE  1  OF  2 

CH-0313  Sep  2004 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Date 

Particulars 

7  0 — 1  ^  

Accommodation  j 

&     Meal  $ 

Registration  ^ 

\  Transportation! 

Other$ 

Mileage  km 
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TOTALS  TO  FRONT  OF  FORM 

1 .    Meal  Allowances 

When  ^avelmg  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of. 
Breakfast  $8.00  (If  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  am.) 

J-Vnch  51 000  Of  the  departure  time  is  earlier  or  the  return  lime  is  later  than  1 :00  p.mj 

Dinner  $1 7.00  (if  the  departure  time  is  earlier  or  tfie  return  lime  is  later  lhan  7:00  p  m ) 

2    Travel    ********  m  eweed  ^  ab0V6  amounb»      supervisor  may  approve  higher  amounts,  with  receipls,  provided  these  are  reasonable. 

•     Use  of  personal  automobile  -  From  Oct  1 , 2003,  reimbursement  at  the  rate  of  $0.35  per  km  for  the  first  15,000  kilometers  of  aooroved  travel 
h  a  fiscal  year  (Apnl  1  to  March  31)  and  $0.33  for  each  kilometer  there  after.  BusinesTcar  insurance  is  reimbuS^ 
rece«ptsjn  accordance  with  Caprtal  Health  Policy.  If  union  contract  rates  differ  than  $0.35  then  contract  rate  must  be  used        P  ^ 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel.  "      *      "  ' 

Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 

4.  Hosting  Expenses 

CH-0313  Sep  2004 
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APPLICANT  COPY 


Name . 


Amount  Pd: 


*r0 


SEP  Q 

Licence  Prov. 


Make 


..Colons 


™— .  


Date  . 


N2  84383 
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APPLICANT  COPY 


f       ....  I  § 
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APPLICANT  COPY 


3i  tv  oi"  mm 

i  IRRARY  PAS- 


GST  It  119326270 


mm 


KCPttt  9662 

09/15/05  09:38    Li!  2  Aft  40    TxnS  34302 

09/15/05  mm  in  09/15/05  ®m  m 

'Kit  182974 

Regular  Rate  $  7,01 

Total  Tax  s  0,49 

Total  Fee  $  7=50 

CASH  PAID  $  7.50- 

Eash  Tender  $  iO.Ofi 

Change  Due  t  om 

im  mi 

C0HE  AGAIN 
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APPLICANT  COPY 


CITY  OF  EiONTOH 
LIBRARY  ?mm. 
881  »  119326270  8T00Q1 


ItePtli  8552 

09/07/05  09^48  Lit  2  As  59   1m  M% 
09/07/05  07-40  In    09/07/05  09:48  0=t 
Tkttt  180021 

feoulsr  Rate  I  7,01 

Total  Tax     $  0.49 

Total  Fee     $  m 

CASH  PAID     S  7.h0- 

Cash  Tender  i  20,00 

Change  Die    $  12.50 

im  you 

COME  AGAIN 
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APPLICANT  COPY 


Best  Copy  Possible 


Merchandise  must  te  r  eiufnLu  v^i'.-  »v  — y 
14  days  for  lixdiange  or  credit  note.  / 

Thanks  for  shopping  at  Premier  Jewell!/ 
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APPLICANT  COPY 


CITV  OF  BUNION 

library  ?mm 

GST  »  119326270  RTOOOi 


totft  4399  s- 

09/29/05  22:19  U  1  fill  36  T»i  32176  I 
09/29/05 18;36  In  09/29/05  22=19  Out  r 
Tttl  190185 

tegular  Sate  s    1.87  i- 

Totai  Tax     $    0.13  ! 

Total  m    $    2.90  r 

CASH  PAID     $  2,00- 

Cash  Tender  $    2.00  r 

Change  Due    $  O.00 

mm  m  r 

m  mm  i 
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Applicant  copy 


—  TELUS  PARKflBE 

GST  IE.  Rjf  122388333 

05SEP20  mm-  ooi  ooi 

~"  OSSEP20  07:51 

/  4:54  8115076 
~  RATE  1  114.00 
„  TOTAL  $14.00 

~  mmm  by 
 inpERML  mmm 


APPLICANT  COPY 
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APPLICANT  COPY 


Capital 
Health 


Travel  Expense  Claim  Form 

(In  Canadian  Dollars) 

(To  be  used  for  all  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Name .  

Position        £*6C  \JP*  CFO   

Department  R^^C6 
Period  from 


Employee  Number   

cost rwri  r^o a  A'QoQ  n  uisboasflk 

Bus.  Phone  H:Q~1~^><qS- 


Qed,  i/m,        to  , 


Expenses  Paid  (Ffease  attach  receipts).  Do  rot  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 
organization.  Complete  details  on  the  other  side  of  the  form. 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

✓  if  GST 
included 

DO  NOT  USE 

Accommodation 

Meals               O  G 

Registration  Fees 

Transportation  (including  parking) 

LITIS 

Other 

\.M-8i=- 

tWt.\3+  \o.oo  -  pa 

Mileage 

TOTAL 

s 

Less  Cash  Advance 

NET 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and  will  be  used  to 
process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  Capital  Health  or  ojher  organization.  j 


Employee  Signature 
Approved  by 

Print  Name  5^6^  U^AT^e^ 
Signature  L_ 


Title     C£Q«  y  

Date  .JV^^^/0l 


Title. 
Date 


•  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable.  _ 

•  Please  ensure  that  the  expense  claim  is  properly  authorized. 

.  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account 
.  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 
internal  mail  system. 

•  See  the  other  side  of  this  form  for  expense  claim  limits. 

-  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Hariey  Court,  1100,  10045  - 111  Street,  Edmonton,  AB 
T5K2M7). 

•  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

SIDE  1  OF  2 
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APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Date    I  Particulars 


EXPENSE  LIMITS 
1.    Meal  Allowances 

Whe"  S^Jfast0"  Capi,al  He^nnUrin^,heImp^yee  may  te  *  «"»  Per  Diem  meat  allowance  oft 

i  itn^h  .!  2™  fl!  I*  deParture  bme  b  earlier  orthe  return  Erne  is  lalerthan  7:00  a.m.) 

ran«T,  f  JS"S2  ^  ^  deParture  "me  is  earlier  or  the  return  time  is  laterthan  1:00  p.m ) 

Fnr  vJZ .1,  .      *  Jf?  ("lUle  departure  time  is  earlier  or  the  return  bme  is  later  than  7:00  pjn ) 

For  meal  expenses  that  exceed  the  above  amount,  the  supervisor  may  approve  higher  amour*,  wHr^ipfe,  provider,  these  are  reasonable 

*  deludes  all  forms  of  transportation  costs,  Including  taxis  and  buses  for  local  travel 

•  Dnving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed  * 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500 
4,    Hosting  Expenses 

S^^SUSS^S^  eXPenSeS)  ^ 40  te  aPP,0Ved  31 3  SeniW  ^  by  11,6        °"— ™  Chief  Operating 

CH4313  Sep  2004 
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APPLICANT  COPY 


Monday 


S  M  T  W  T  F  $ 

i 

2  3  4  5  6  7  « 
9101112 13*4  15 
16 171819  20  2122 
23  24  25  26  2728^ 
3031 


November  2O05 

5  M  TIT  F  § 

1  2  3_ 4^ 

6  7  8  9101112 
13141516171819 
20  2122  23  2425  26 
27  28  2930 


1  :m& 


8 


10 


00 


11 00 
12 pm 


00 


3P 

4 00 


OQ 


IK) 


Toronto 


Stat 


Taskfatd 


D  0  TaskPacI 


Meraii,  Allaudin 


9 

347 


10/15/2005  9:24  AM 


il  l  9 


^1  w 
1^  9 

iH  133 

£  =  o 
o5  m 


up 

m 

CO 


^RECEIPT 


APPLICANT  COPY 
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October  12,  206 

Wednesday 

APPLICANT  COPY                         -  -  -  ■  - 

S  M  T  W  T  F  S           S  M  T  W  t  F  S 

i           "  i  .a-.  3.  4  5 

2  3  4  5  6  7  8           6  7  8 
9  40  li  12 13  14  15         13 14  IS  46 17  IB  19 
1617 18 1920  2112  a^a2^_42S_6 
23  24  25  26  2728  W         27  282930 
30  31 

_  .Non-Responsive  

TaskPad 

•jam 

D  0  TaskPad 

Non-Responsive 

WMeet  with  Trevor  Hodge,  Infoway,  150  | 
(King  Street,  Suite  1300  (Jocelyn 
■416-595-3443  \ 

■  Mm  , 

£  £  §0 

12:00  Lunch  with  Graham  Scott  Chair  CTHT  (Fllpn  -  4lfi-fifi^7Ql7l  pi-thp  Aihanv 
Club,  91  King  Street  East  (Phone:  416-364-5471) 

i 

i 

— — —  —  -  L 

:  300 

i 

.;*°° 

Hp" 

Return  from  Toronto  Depart  Toronto  AC  157  4:15  pm  Arrive  Edmonton  6:17  pm  \ 

I 

Merali,  Ailaudin  11  t       10/15/2005  9:24  AM 


:  T— —            APPLICANT  CQPy 

UvWUCr   JLOf                                                               S  M  T  W  T  F   S  SMTWTFS 

Tlli^Sy                                                                                         2  3  4  S  6  7  1          6  7  1  If  1  ill! 

9 10 11 12 13  14  15         13 14  IS  16 17  IS  19 
16 17  18 19  20  21  22         20  21 22  23  24  25  26 
2324  25  26  27  28  29         27  23  29 30 

3&3i  v: ": ' 
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Breakfast  with  Michael  Green,  Agfa  (I  will  make  a  reservation  at  Harvest  Room, 
Fairmont  MacDonald) 

j- 
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900 

 ~    .  —  „  .  ™„  E — 
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Non-Responsive 
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Merali,  Allaudln  2  10/19/2005  1:55  PM 


APPLICANT  COPY 


Thursday 


5H.  T  W  T  F  S 

2  3  4  5  6  7  8 
910 1112 1314  15 
161718 19202122 
232425  26272829 
30  31 


November  2®05 

s  n  T  W  T  F  s 

1  2  t^TTi 
6  7  8  9 10 11  12 
131415 16171819 
202122232425  26 
27  282930 


Tsloh-Responsive 


8 


&0 


11 


£2 


GO 


00 


pm 


DO 


00 


of 


00 


Travel  to  Calgary  Depat  Edmonton  AC  8148  3:00  pm  Arrive  Calgary  3:54  pm  -  Booed 
at  Fairmont  Palliser  ($199  but  you  will  need  to  show  ID  to  receive  this  rate)  -  Pick  up  at 
the  airport  by  Ben  -  Limo  Jet  -  403-689-3890 


Non-Responsive 


TaskPad 


Q  EI  TaskPad 


Non-Responsive 


T^      I  "Mes 


Merali,  Allaudin 


1 

352 


10/22/2005  1:54  PM 


APPLICANT  COPY 


f  M  T  W  T  F  $ 

2  3  4  5  6  7  8 
9  1011 12 13  14  IS 
16  ±7 18  102021  22 
23  24  25  26  27  28  2% 
3031 


November  2i§5 
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13141516171819 
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Non-Responsive 


Halifax  5  -  Advancing  the  Culture  of  Safety 
Calgary  Hotel  booked  -  Patiser 


TaskPad 


D  0  Taskpad 


MeraN,  Allaudin 
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APPLICANT  COPY 


-n  CD  CU 


APPLICANT  COPY 


Capital 
Health 


Travel  Expense  Claim  Form 

(In  Canadian  Dollars) 

(To  be  used  for  alt  Regional  and  Out  of  Regional  Travel) 


(Please  Print  or  Type) 


Position    VA£C>  \JP*  CFQ 
Department  P  i^A^QS  ^Q£hf^ 


Employee  Number   ,  „   t 

Cost CentrevSg L  Q  OOP  H  Ul500OQg& 
Bus.  Phone     MrCn~3b5a.  •  


Period  from     NLQM.  u4s>          to  fetesSJg^  

Expenses  Paid  (Please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by  another 


Non-Canadian 
Currency 

Rate 

Canadian  $  (including  GST) 

✓  if  GST 
included 

DO  NOT  USE 

Accommodation  ^ 

Meals  Qr^\r? 

 \  \rK"$  \ 

Registration  Fees        v  ) 

Transportation  (including  parking^ 

Other 

Mileage 

Z7  " 

TOTAL 

$ 

$ 

Less  Cash  Advance 

NET 

process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously  claimed  by  me 
or  on  my  behalf  from  Capital  fleafth  or  otper  organiza|ion.  j 


Employee  Signature 
Approved  by 
Print  Name  _ 
Signature  


pital  Wealth  or  other  organization. 


Date 

Title  _ 
Date 
Title  . 
Date 


Ceo 


Print  Name . 
Signature^ 
NOTE: 

•  GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable, 

•  Please  ensure  that  the  expense  claim  is  property  authorized. 

•  For  all  employees  on  the  payroll  system,  expense  cheques  will  be  deposited  to  employee  bank  account. 

.  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  cheques  will  be  mailed  through  the 
Internal  mail  system. 

•  See  the  other  side  of  this  form  for  expense  claim  limits. 

.  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Harfey  Court,  1100,  10045  - 111  Street  Edmonton,  AB 
T5K2M7). 

•  Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  of  Vice  President 

SIDE  1  OF  2 
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APPLICANT  COPY 


EXPENSE  CLAIM  DETAILS 


Date 


Particulars 


6  fiJb^  -^,pO 


tt^^iJL^  rl%^*  ■ 


Accommodation  $ 


Meal$ 


Registration 


Transportation  $ 


Other$  (Mileage  km 


~1  »<>Q 


JiaL 


ID 


is. 


00 


]  Slop 


Total  km 


TOTALS  TO  FRONT  OF  FORM 


EXPENSE  LIMITS 
1. 


$0.35.,- 


^1.13 


2. 


Meal  Allowances  3 

Hreawast  $8.00  frf  the  departure  lime  is  earlier  or  the  return  time  is  later  than  700  a  m ) 

f:Vncn  510  00  (|f  the  departure  time  is  earlier  or  the  return  time  is  later  than  100  p  m ) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  Bian  7  00  0  m ) 

Fc^  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher amounte.  withWipls.  provided  these  are  reasonable. 

•  K'aY^^^^ 

•  Dnving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500 
Hosting  Expenses 

» have  to  *  *  a  ~*»  *-  "y  tho  Senior  Operating  Office,  Chief  Operating 
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STARWOOD  PREFERRED  GUEST  ^     „     APPLICANT  CORY  .r. 


(0 


I  2-  -  dO 


Sheraton* 

sheraton.com  hotels  &  resorts 

365 


APPLICANT  COPY 


ROVBL  3  CCC  TBIK I 
Cm  ASSOCIATION 

cm  #     .  '  1351 

DATES  U/26/200D 
START  TIME  \At  13 
EHf'>  TIME  14s  «te 
MILES-  18.46 
FARE  $■  3S,y5 
EXTRfiS  $  l.UU 
TOTAL  £  37.85 


Dep-fe  of 

312 


366 


APPLICANT  COPY 


CHECKER  Tmi 
Cm  NUMBER  5596 
1 1  .-■■'28..--!35  TR  59f8 
START  END  MILES 
0?s33  875  45  2.9 
FARE  s  $  y.85 
EXTRA!  $  e.ga 
TOFALs  $  y.85 
DEPT  OF  CONSUMER 
ytkUICE  744-9408 
n'HUt  A  NICE  DAV 


iCHICflGO  CARRIAGE 
CRB  CO. 


I'f'i-"  i  1/28/2005 
;  b ffiRT  TIME  22:31 
•  EM)  TIME 
; MILES 
"FfiRE  £  - 
:  EXTRAS  $ 
'  TOTB'L  $ 


Ptept 


%Pi^wPm  Checker  Taxi  Association,  Inc.  iaVW 

Need  a  cab?  Dial  3-T2-C-H-E-OK-E-R  or  312-243-2537 

RECEIPT 


Time  

Received  From 
Cab  Fare  From 
To  


Date 


20 


.  $  j.2— 


Driver  _ 
Cab  No. 


845*. 


 Account  No.  _ 

Blvd,  Chicajsj,  IL  60607  •  Main  Office:  (312)  733-4755 


YoGSow  Cab  MonogcsMRi&#  Sue 
213®  SovSfio  Mkhigan 
Chicago,  Illinois  60616 

www.yellowcabchicago.com 

$  Time  Date 

Received  from: 


Cab  fare  from: 


To: 


Driver: 


Cab#: 


Account  #: 

Thank  you  for 


312-8294222 


367 


APPLICANT  COPY 


Mccormick  Place      Chicago, JL 
***Focd  Court*** 
We' re  glad  you'  re  here 

2014  Debbie 

CHK  3731  N0V28 ' 05  7:53AM 


1  HOT  BEV  1607  TR 
1  MUFFIN  TR 

Subtotal 

A  nit  Tendered 

CASH 

Change  Due 


2.75 
2.75 

5.50 
5,50 
6.00 
0,50 


368 


APPLICANT  COPY 


Best  Copy  Possible 

S  i  ;  i  .t  5    (   j   >:    >   t   ;    :  s  s  ^  ;  5  ■■  *  f  f  ^  ^ 

i  il.'.h  *  '•: !.  ; 


369 


APPLICANT  COPY 


mi  of  imtmu 
i«y  mm 

fa  *  RTDOfH 


RdPtft  15984 

11/02/05  lR:0fi  is  :*  Afi  %  Pm.,r 

«grl?ate  $  ?.0l' 

Mai  [ax     $  0  <w 

iotai  >Lee     £  7*  % 

Cash  Tender  $  iQjj}  I 

imm  Due    $  ?  w 

THANK  ^ii 

COME  AGAIN 


370 


APPLICANT  COPY 


city  of  mmm 

LIBRARY  PfiRKftSE 
GST  8  UM70  RTOOOi 


RcPtJ  160B7 

11/03/05  10:43   LI  2  AS  38   Txri  55517 
11/03/05  07-28  In   11/05/05  10:43  Out 
TktS  207934 

Regular  Rate  I  9,81 
Total  Tax  $  0.69 
Total  Fee  $  10,50 
CASH  PAID  $  10.50- 
Cssh  Tender  $  20.00 
Change  Due  $  150 
THANK  VOU 

come  mm 


371 


APPLICANT  COPY 


ADMIAT:  465-8500 
"X:  462-2] 


FAX:  462-2722^" 

w         r  ,y  - 

.  Amoun1/IVIontant$_^i7^___Car/Vojture#. 


10135-31  Avenue 
Edmonton,  AS  T6N  1C2 

THANK  YOU/MERCt 


Driver/Chauffeur:. 
From/De:  


-To/A:. 


K0W 


372 


APPLICANT  COPY 


43373 


IMPERIAL  RftfiKJNCS 
CANADA  CORPORATION 
10239  -  107th  STREET 
Wm        EDMONTON,  ALBERTA  420-1976 

READ  CONDITIONS  CAREFULLY 

*  Vehicles  not  displaying  Valid  Ticket  on 
dssh  wili  be  tawed  or  charged  at  own&f'a 
expense. 

^Vehicles  and  contents  ieftatflwners 
risk  •  Maximum  Daily  ; Rate  charged  on 
lost  tickets.  *  Vehicles  parked  over  24 
hours  will  be  subject  to  towing  and  storage 
fees  unless  attendant  is  notified.  •  We 
reserve  the  privilege  of  moving  vehicles  to 
other  section  of  lot.  •  Ticket  is  non- 
transferable. •  No  in  and  out  privileges. 


DETACH  THIS  PORTION  m§  ^UOAHON 

RECEIPT  QR.ffiftTtlT 
VALIDATION 

1BSPER&AL  PARK3H& 

CANADA  coRPOfyarioil 

10239  107th  STREET 
EDMONTON,  ALBERTA  420-1976^ 

4  3  3  7  3  9  &*isd6 


&9 


,  r-  ™w  FEE  INCLUDES  G  S.T.  REG.  #SS731  563FRT0001 
RECYCLE  ABLE     THIS  FEE  lNC^s^^we6S!TE  AT  www.impark.com 
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STARWOOD  PREFERfl£D  GUEST" 


APPLICANT  COPY 


Nov 


ADMIN:  465-8500 
FAX:  462-2722 


Date:^ 


10135-31  Avenue 
Edmonton,  ABT6N1C2 


Driver/Chauffeur  „ 
Frorn/De:  


-To/A:_ 


^^^^^^ 


sheraton  .com 


374 


Sheraton* 

HOTELS  &  RESORTS 


APPLICANT  COPY 


NOTE:  AMOUNT  SHOWN  ABOVE  INCLUDES  G.S  T. 

Driver  is  an  independent  Contractor,  any  G.ST  Input  Credit  may  be 
ca.med  as  "NOTIONAL1'  or  applied  to  DRIVER'S  Registrar, 
Number,  not  CO-OP  CABS.  cyiMiduufi 


Driver's  S.S.T  #  fjf  applicabre) 


375 


APPLICANT  COPY 


"apital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(in  Canadian  Dollars) 


Name:  AllAuO^    VV\hP~Q^  \ 

Employee  Number: 

Union  Name: 

Position:  t^MP^CPO 

Department:     r~i  jOP*jO£L£E 

Business  Phone:      M:G~1  ^2>ioS2>~ 

Period  From^iW^to    Oft^  3\/o^ 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bat  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

□ 

°K)oO 

^uitSoooGolo 

a  oo 

□ 

oLO\ 

^msooooo  u 

fen  tooo^ 

□ 

Rooo 

mvisooooo  b 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

ho- 60 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


E  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date 


^Il2B*SH£v^A  U3e Arties 

Title:  QeO 

Phone  #  MCH-|te©<g 

(Sign***)       ^J^CaJ  (X^uJ^UJ^ 

Approved  Bv/ 

(Print  name)  / 

Title: 

Phone  # 

(Signature) 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initiai  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  ail  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fi.,  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 


CH-0313  November  2005 


377 


Date 

Particulars 

Accomm,  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other  $ 

.ge 

— -  tj 

j  O^U 

b 

Total  km 

@ 

8*oo 

3o~oo 

$0.38 

(except  where 
oofiective 
agreement 
specifies 
otherwise) 

EXPENSE  LIMITS  9^6$ 


1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  maybe  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $1 0.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $1 7.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.ra) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1 ,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy.  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used, 
includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
•     Driving  to  and  from  work  is  riot  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


4>r  f 


$- 


to  itorio*  and  sjj^tfytai^       dfaiingitiih&d  da%££x 
ofBS  &A  0md0xt  and 

Ciadi  !Sa% 

£P[zate.  c/\?^SM{iP,  $y  !£>£c£m££z  fg,  2005 

■  j^^mm^^km^k  '    
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*^}oz  twitii&i  bifowtu&Lpii  fiizasz  contact 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name:    Q  LL  Au^O  \  ±3  HOG  £Ac  *        Employee  Number: 

Union  Name: 

Position:     E^ec.  \J  P  «  C^O 

Department:    F\  w  ft  /o  Ql  * 

Business  Phone:  M-0^\-3^S^ 

Period  From:  F€6  \  to  F^ft 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

✓  if  GST 
included 

Qooo 

~~\\\\6>0O00t>b 

Mia.  06 

□ 

<i000 

~l\[{5  0  000O  / 

G%0000  0 

US 

□ 

 1- 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

<  □ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  fisted  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


»Z3By:SV\e^A  DeflTfe 

j™61  ceo 

Phone  # 

(Signature)  /f\ 

Date 

Approv 

(Print  nsi 

Title: 

phone#  J(YjuJ^a^M 

(Signature^ 

Date 

NOTE: 


Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL>  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3  E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 
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Date 

Particulars 

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other$ 

Mileage 
km 

*_^f  i^LXfi^wt  \J^L*3-x- 

 ^ 

i/O  o 

\s 

O/Ob 

n  ft-  ^S^rCvJ- 

51 B 

.  / 

/  ID.OD 

ill  (\r 

315 

\  \  /Ok? 

Pi  \ 

/ 

—h  

BO 

t 

b  \ 

hOO 

JO 

C3  * 

/ 

fWdht  —  i , ft/6     ^  a  r«r 

1 0  j 

^  1 

> 

fM 

C\,          h     J  ^"  id  -j  ,  *5 

P)  

t    L  1 

^    /  ^  n 

p  to  il  1 

-3 

(except  where' 
collective  j 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS  f  Q  <\ , 


1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (If  the  departure  time  is  earlier  or  the  return  time  Is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  trie  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  trie  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting, 

2.  Travel 

Use  of  personal  automobile  -  From  June  1,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy.  If  union  contract  rates  differs  from  $0,38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500, 
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APPLICANT  COPY 


APPLICANT  COPY 


APPLICANT  COPY 


s 

5C 


to 


rn  ^  cn 

TZt  CD  3 
3    O  rf- 


O 

— * 

■c 

H* 

S15 

O  a  □  ci  g 

cd  ctj  O  nn  A 
O  a  o  Q  ^Jr 


u  r  IT 


Best  Copy  Possible 


Vim    J  r  jM ,  LA    .*  L!1 


Ddte  ;   r,/  J 

Store  ;  uO'- 
Cashier;  tH 


#  34516 


1  f  EM  >JiV  P-ii:t 

WATER  VASA      \n      1  Br? 

ChanG 
ia:h- 

1  HANK  YOU  < 
fur  t-iuuoin^  1  " 


0.1) 


2^f 


21-08  0195 

•  B«75  3* 
»2«50  4* 
,2,50  4* 
.13-75  « 


387 


FROM  /..  '  _  .  -     — ■ 


AJPHCANTCOPY 


FROM 


#//49fT 

2k£ 


Fare  Receipt 

Date 


Passenger:  

The  sum  of  $  j-.  7 . 

From  ...... 


To_ 

Cab 
No._ 


..Driver  Name 


Driver  Signature 


DATE 


AMT 


FROM. 

ro 


NAME:. 
SSN: 


SHIP/CM  D_ 
DRIVER 


FROM_  _  

ro   — 


NAME: 
SSN: 


9HIP/CMD. 
^RiVERjg^^ 


time  ms 


Driver 


Cab 


Amount 


Date 


From 


To 


Thank  You 


Qb:ange  Cab 


Radio  Service 


Company:^ 

Date:  

Driver;  

From/To: 


^Meter$:  " 


_  Tip$„ 
Cab#:  ^^jj 


4250  Pacific  Hwy.  Ste.  207,  San  Diego,  CA  92H0 
(619)223-5555 

Customer  •  Verify  Cab  Number 


TAXIgAS  RECEIPT 

THE  SUM  ©F  DATE 


Fare  Receipt  / 


FROM  SAN  TO 
CITY   


Passenger:  

The  sum  of  $ 

From  .  . 


To__ 

Cab 
No._ 


Driver  Name 


For  questions,  OOmmef^    Driver  Signature 

Operations  Department 
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APPLICANT  COPY 


APPLICANT  COPY 


~~~jz  pus  sSHt  VSSUS  'df 


...  . -  -  -  -  -  -  flS*&l  uoims  await*  " 


Is**  Mi  ■  i*S« 

1  sm  %m 


APPLICANT  COPY 


Thank  You  For 
Parkins  At  Comerce 
Place  Parkade 

06FEB27  14:31  019  002 
06FEB27  12s 47  01 

/  1:44  #206635 

SG038525290 

RATE  6.00 

TOTAL  6,00 

Cash  10.00 

CHANGE  4.00 

GST  t897727657RT 

fl£&  &  Sice  Day- 


Thank  Wu  For 
■Parkini  At  tTMerce 
Place  Parkade 

06Fg27  12:21  019  001 
06FEB27  08:15  01 

/  4s 06  #206789 

S0038508990 
RATE  13  50 

TOTAL 
Cash 
CHANGE 


13.50 
20.00 
6.50 


GST  #897727657RT 

®m  «  mm  m 


APPLICANT  COPY 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Attachment  #2 


is 


Name:      QtJL-RuLOiiO  fY\&e^Cl 

Employee  Number: 

Union  Name: 

Position:      !£h€C^MP  ^  CFb 

Department:     F-\  *o  *3  so       4-  AO  ^ 

Business  Phone:  HO  1^(oS^ 

Period  From:#£fe^  to  fftfte  ■ 

Attachment 

Expenses  Paid  (pfease  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

Ud  1  } 

✓  if  GST 
included 

~\\\ISOOOOO  4? 

y?b  00OOO 

Is 

~U  US  000006 

✓    tab- b5 

■  H 

bZHloooi 

S"0.  QO 

.  □ 

— out? — 

□ 

□ 

LessGasb-Jttivance    (^^J  J^^,  6^11^)  / 

lOo. 00 

□ 

Total                                        ^  m.**' 

*  <2^©& 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


■A 


Employee  Signature: 


Date: 


™°:  Ceo 

Phoney  y 

Date  1^67 

Approved"  By:      *w             /  \  S 
(Print  name)                                 |  / 

Title: 

Pho4># 

(Signature) 

Date 

/ 


NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  Individ ua!  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  oh  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits* 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 
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^P13€9MW  TOW 


iJUi^  Particulars 

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other* 

km  , 

— — -/  — — 

w 

 r~ —   r  — \~ 

'  %  - 

3 

3 

< 

— 

2ybb 

— .  ^  

/  ... 
->/bb 

1 

^  Loo 

i  *l> 

J 

—  — 

( 

 1 — /~ 

 =v   ■  —  

© 

Ji 

/  9uoo 

I?, 

Total  km 

1<5~> 

*(or  alternate  rate  as  outlined  In  Section  2  -Jravel  below)  @ 

$0.43* 

Totals 

fo^ 

EXPENSE  LIMITS 

1. 


3, 


Meat  Allowances  1 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of. 

Breakfast       $8.00  (if  the  departure  lime  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 

organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

Travel 

•  Use  of  personal  automobile  -  From  March  1,  2006,  reimbursement  at  the  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31 )  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

•  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 , 2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  250  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4}  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  tq  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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i  KtAPWOOO  PR  EFERR.ED  GUEST- 


APPLICANT  COPY 


10135-31  Avenue 
Edmonton,  ABT6N  1C2 


mUM:  465-8500 


**f  T^f  t<  jHp^>  THANK  YpUnuE'HC 


Driver/Chauffeur:  „ 
From/De: .  


_  GST#_ 


.To/A:_ 


HP 

sfier; 


I'd? 

IP/ 

■  Sheratoi 
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APPLICANT  COPY 


SUBWAY  SUBALTA  FOODS  LTD 
8511  -  112  ST 
EDMONTON  AB 


CARD  NUMBER 
EXPIRY  DATE 
CARD  TYPE 
DATE/TIME 


45006000****8441 
0209 

VISA  7151 
2006/03/05  12146:44 


RECEIPT  NUMBER  S471309Q1-O0M36 
PURCHASE  —  


—    01  APPROVED-027       AUTH.  tt  024384 
THANK  YOU 

CARDHOLDER  DILL  PAY  TOTAL  AMOUNT  SHOUN 
TO  CARD  ISSUER  ACCORDING  TO  CARDHOLDER 
AGREEMENT. 


TOTAL  AMOUNT 


$7.  48 


CARDHOLDER  SIGNATURE 
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APPLICANT  COPY 


10700-104  ftvenue 
Ectotmton,  Alberta 

Parking  Services 
leii  (7ffij  497-5875 


Transaction  Date  G£/Q3/2l££  ta» 33=41 

Subtotal:  13,50 

fecuat  Sivens  33.50 

Change?  $0,00 

TOTALS  33,50 


T?\wk  Yol;,  Have  ^  nice  day! 


APPLICANT  COPY 


en  = 


£  ^      g  ^  tj  i 


^  to. 


aiSiiiSfiS 


401 


APPLICANT  COPY 


APPLICANT  COPY 


So 


o  m 


rsi 


<  s-  » 


APPLICANT  COPY 


March  23, 

Thursday 


F%{fc2«; 
S  W  T  W  T  F  S 
1  2  3~4 

■s;  e  7  s  *i0.  n 

12 13 14 15 1®17  m 
20  21 222*3  24  25 
2&272&2&3031 


Aprii  20ii 

$  M  T  W  T  F  S 

__ 

2  3  4  5  6  7  8 
S  1011  12 13  14  15 
16  17  18 19  2021  m 
232425262728  29 
30 


Non-Responsive 


"Noh-Kesponsive 


TaskPad 


Q  B  TaskPad 


il 


PPT 


2006  Provincial  Budget  Shirley  McLeJIan 
Lunch  -  at  Fairmont  Hotel  MacDonald 


travel 


Non-Responsive 


00 


Non-Responsive 


6:00pm-8:00pm  Dinner  at  Madison's  Grill 


Non-Responsive 


Merali,  Allaudin 


19 

404 


3/28/2006  9:42  AM 


-4   9  O 


-  g 


Ir! 


3  g  3  S  52 

I8S8  S 


APPLICANT  COPY 


J?  Sis  J': 

31  111 
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Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Attachment  #2 


Name:  AtLftaOW  Pnfc£-AL^ 

Employee  Number: 

Union  Name: 

Position:  Qcee  \JP  ^Cf^O 

Department:    £1  to  ft <^>t£    ^  AOm  ^ 

Business  Phone:  MO~1  ~3<oSi> 

Period  From:^fci   to  ftH£. 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non -Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

V  if  GST 
included 

"HUISOOOOO  k 

0- 

y 

□ 

rvo  #m\(z^  M 

□ 

□ 

/ 

□ 

Less  Cash  Advance                                                                                   [  rsf 

 —                                             v  V 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date:     ^XcJL^  V~^/o> 


Phone  #  ^ 

Date    kJ^aJIsJ  /fyy/{ 

Approved  By:  \ 

(Print  name) 

Title: 

Phone  1^         f  / 

(Signature) 

Date 

/ 


Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  Included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 


2H-0313  February,  2006 
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Date 

Particulars 

Accomm.  $ 

Meai$ 

Registration  $ 

Transportation  $ 

Other  $ 

U;iA4jia 

Mileage 
km 

4-5  

Rev.  fYVTfr -C^tO^To^^ 

 g  vv. 

/ 

— „ — — „ — „____ — ™. — 

n^4 — 

/ 

^  

Total  km 

*(or  alternate  rate  as  outlined  in  Section  2  -  Travel  below)  @ 

$0.43* 

Totals 

M.So 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  rate  of  $0.43  per  km  for  the  first  1 5,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

*  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  6asis  as  approved  by  an  authorized  manager. 

1,  Monthly  travel  in  excess  of  250  kilometers;  or 

2,  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3,  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  If  union  contract  rate  differs  from  $0,43  then  contract  rate  must  be  used. 

*  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
•■    Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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v1" 


APPLICANT  COPY 


ieceipf  required  c-j.-v-f. 
fa'S<l-  #R84698087B 
V  f  s  k  www saveonf oods ,  com 


SAVE-ON-MORE  SAVES  YOU  $ 

10/REDS  318 
3LB  ONIONf 


.  5000  BONUL  POINTS 
SOM  Bonus  ots  5000 
B/A  3REASTS 
BAKING  PWDER 
SOM  Bonus  ots  20 
BAR!  RIC0TTA 
.BAR J  RIC0TTA  LT 
CANTALOUPE  4050 
'•ooo  i .  -   \  ifi/kg 
fiO)+$i.(:/ka  Save 
*   CHIX  BREAST 
Vn,«;         CHIX  BRE.A  T 
CILANTRQ4888 
Tc         COKE  CLASSIC 

SOM  $6.49  Save 
DEPOSIT 
-Save         -  COUPON  CREDIT 
CREAMO 

~   SOM  Bonus  pts  25 

*S$ve-i         DIET  COKE 
ASave-T  SOM  $6.49  Save 

DEPOSIT 

•Grand  ]         F/E  HRT  ROMAINE 

 -  •  F/E  SPINACH/ZIP 

GREEN  ONIONS 
2  i  0,68 
CASHIER  GRND  SRLN 

C(U  "  HABANERO  PEPPERS 

0.105  kg  0  $19.82/kg 
HALF-  ' 
HA  LIB 
-  HONED;  4329 
1.610  kg  i  $2.B4/kg 
SOM  $1.74/ka  Save 


4,88 
1,48 
0,01 

13.21 
3,49 

4,88 
4,88 

2  16 

-0,46. 

13.11 
15,26 

0,79 

7,98  G 
■  1,48  G 

1.20 
-0,01 

1.46 

7,98  G 
-1 .49  G 
1,20 
3,99 
4.98 

1.36 

12.28 

2.08 
5.88 
28,73 

4.57 
-  f  ,77 


LINES 


Non-Responsive 


2 


APPLICANT  COPY 


!»«fiCT!0N  mm  mmmm 

f'RISTALL^S  MINE  fMT 
TAH3G1         ■  "•  : 


— - 

lilllliil! 


TEfift  IP  K316A57  s.17(rx^7(4)(e.l) 

244853  . 

iV?  typei  vise 

l8ei)(piW  YOU  ftnii^filSt"- 

wpHnanStES  10 >M  ISSUER  SUCH 
TlTfii  IH  HUCOfiSfiKE  WITH  ISSUtifS 
ftSREEREKT  ylJH  Ctt BGHOLDEE  . 


IGwfiTURE 


— 


HI 


Iftltll 


— 


111 


_ 
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Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Cfaim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Attachment  #2 


Name:  $L*~AaQsU  fhfc£AU 

Employee  Number: 

Union  Name: 

Position:      \ESl£C-  V?P^  CFb 

Department:    f-\  *o  A  *o  ^    ^  A  £?in  r ^ 

Business  Phone:  HO~l-2>bS3^ 

Period  From:WfS    tof|\Af  ^/fe*      -  -f  poO^  (  P&{  \L 

Expenses  Paid  (piease  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

uo  P  J 

✓  if  GST 
included 

~l  U  150D0O0  ^ 

n 

Rood 

~i  U1SO00O0  b 

V  aw 

□ 

Slq\ 

<\ooO 

"I  \U5O0OO0  k 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


i  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capita!  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


behalf  from  Capital  Hea 


Employee  Signature: 


Date:    ^ZZlLj  \s/o^ 


Title:      Ceo  J 

Phone  #nUol^^, 

Approved  By:  \J 

(Print  name)  / 

Title: 

Phone  Si/  / 

T  —     

(Signature) 

Date 

Expense  ciaim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  alf  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  ail  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  tor  expense  claim  limits. 

Approved  ciaim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Ft  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 
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Date 

Particulars 

— A   i  — n  

Accomm.  $ 

Meaf$ 

Registration  $ 

Transportation  $ 

Other  $ 

Mileage 
km 

U  * 

V  M-5>0 

—   ■/•  ■  ■ 

y  3L  0O 

/Co 

^ — 

— — XX-  

f-  ^  



rWi  tmte        -  \  hzL^> 

y 

Total  km 

*(or  alternate  rate  as  outlined  in  Section  2  -  Travel  below)  @ 

$0.43* 

Totals 

EXPENSE  LIMITS 


1 .  MeaJ  Allowances 

When  traveling  on  Capita!  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  trie  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  oi 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  rate  of  $0.43  per  km  for  the  first  1 5,000  kilometers  of  approved 
travel  In  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

•  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  250  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  afi  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel 

•  Driving  to  and  from  work  is  not  considered  business  trave  I  and  can  not  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 


415 


"D  rn  i 

O  00  - 


0> 


^  O)  M  Ol  M 


^  I — i 


^  h  2)  n  ^ 


M  M  fV)   .  . 


— 1  CO  crt  CO 


CO  NO 


r— >  en  n>  3>  i-v. 


cd  o  ti 


3 :  J2  S  S   S  3? 


25:  S  =d  co  i 


I— f  co 
GO 

in  C7  i 


r  oh 
m  £D  rn 


L_rt  ^  fsj  — 


CO  Z*J  ' 


-P*  nrt  fso  co 

3?  rn 


^  —i  r-^ 
n  rn  q 


S  ™  -to 


^  £3  3>  CZ  I 


co  rn 


^CJ  f — f 


CO  CO  —4 


c^  go-  ho 


^  CO  CO 


o  go  ens  cb  rvo 

Q  O.  Q  Q  O 


CO  CO  o  o  o 


CO  fv^  £-> 


:-  |\o  — v 
LO  -- *  Cn  | 

o  b  co  : 
o  o  CO 


Cnf  CO 
O  CO 


CD  Qi 


CTT  CO  ^ 


CO  CO 


Cn  cri  Cn  CO 


co.  co  co  .co: 


CO  O  CD 


Cn  CO 


MOO 


!    CO  n 


CD 


O  5f 


CD! 


f!  CO  CO 
C  CO 

M  cr  . . 

JF  co 

]|  CD  Nj 

f  j  — 7   «  . 

II 

ri  o  co 


APPLICANT  COPY 


u  

M  Lot  002-256 

§K  EDMONTON,  AB. 

fir  OST   #88731   5638  RTOOOI 
MiiJ-irH-  Serial  #00000507^ 


EXPIRY  DATE  AND  TIME 

■iEXP  08:33am 


m 


MAY  03,2006 


LOT# 

00020256 

MACH#  001 

fttllltf  ]NSfRi!ClW>  UN  UUtf  HOSICD 


Park  1  Hr.  $4.00 


a 
III 

lift  Quest  ions/Comments? 

iftv  Call   780  420-1976 


mm  ~ 

r,P  08:33an|«| 

lli.'Vi-  jr.-/- 

M  03(2006p| 
!(!T#  00020^3 

i  -.  nvt  ooi  pi-- 

0OOO5ofj|§ 

ivY03,2OO6  HI 
l':33ani  |£|- 
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APPLICANT  COPY 


APPLICANT  COPY 


Adult  $2.25 


300001 41 4M -02  f  _ 

He^irh  Science  St^fl  TY^SSO 


This  Side  up,  Insert  this  end. 


"1  j:  f  : 


DOUO0HH8-1-01  a 
Health  Science  Statin  T^5v050 


ftdult  $2.25 

Expires 

day  11/06  13:22 

This  side  up,  insert  this  end. 


Mult  $2.25  H 


!  -r  ■   *  * 

0000022560-1 -01 

Corona  Station  East _  TWMp 


Expires 


This  side  up,  insert  thi^endj 


APPLICANT  COPY 


APPLICANT  COPY 


TIM  MORTONS 
EDMONTON  AB 
GST  867616336 
#245  OUT 
1  L  TURKEY  5  79 

WH. WHEAT 
NO  TST 

1  SOUP  2  49 

CHKNOODL 


TXB1  8,28 

GST  ,58 

TXB3  8.28 

TOTL  8  . 86 

CASH  20.00 

CHNG  11.14 
RE-PRINT  RECEIPT 


1 

0837  22:49  #01  MAY. 22 '06  REG0002 
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751  8097 


APPLICANTjCQPY 


Cash  Qmm&stz 


 :  r£?=*L  .c&A*t.  C&zd.  i^^)  


Jul 


   „ 


ft? 

i-4 


-I 


 XZ.S9... 

 £  LL^ 


  !_!  

r-Mlfab^^.^  _  

 t  -  U  :.P0  


_v_5f:  o: .jo 
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APPLICANT  COPY 


"  Bpilk  Wmk  Jill  mvk      iSTt^M  MW^k,  m 

\Lli^^^&.^^m m MA   m  BdHI  mm  1P»11 


a  RFRTA  MOTOR  ASSOC,  CTRifci 
EDMONTON  » 


s.!7(l),  17(4)(e.l) 


CAA  ALBERTA 
RECEIPT 


BA 


Mem  Since; 


s.17(1),  17(4)(g)(i) 


ion 


Amount        Domes tic 


SUN  4452  3  93 


3  00  @  1 0  0  FOREIGN  GURRENCY  r  US 
DOLLARS 

BOUGHT  300  USD  @  1.1584 


3  00.00  USF     347 . 52 


SUN  44523  94 


100  @  1 .00  FOREIGN  CURRENCY  -  BRITISH  10  0.00  GBF  211.16 
POUNDS 

BOUGHT  100  GBP  @  .1116 


SUN  4452  395 


:400  @  I.  00  FOREIGN  CURRENCY  . -  EURO 
;      A  DOLLAR  ,  v -7 r 

BOUGHT  400  EUR  @  1.4  73  8 

4^00  C\6e  m     r  u^2,  ^M0^v  Total 

u  D  Payment 


400 .00  EDF  589.52 


1148.20 
1148.20 


SUN  FOREIGN  CURRENCY  -  US  DOLLARS  • 

WE  REGRET  THAT  WE  ARE  UNABLE  TO  BUY  BACK  ANY  UNUSED  FOREIGN  CURRENCY. 

SUN  FOREIGN  CURRENCY  -  BRITISH  POUNDS 

WE  REGRET  THAT  WE  ARE  UNABLE  TO  BUY  BACK  ANY  UNUSED  FOREIGN  CURRENCY . 

SUN  FOREIGN  CURRENCY  -  EURO  DOLLAR 

:    WE  REGRET  THAT  WE  ARE  UNABLE  TO  BUY  BACK  ANY.  UNUSED  FOREIGN  CURRENCY . 


GST  REGISTRATION   :   RIO  01130  91 
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PM6C79E):  i'QClpM'  03/36  MPG  7Q&4 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Attachment  #2 


Name:    AulAllOiO  (lXe(l&^\ 

Employee  Number: 

Union  Name: 

Position:    E^C=  MP^  CR) 

Department:                          ^  A  OrmO 

Business  Phone;  M-QrV 

Period  Frprn©vy$sb  to  ^0/^  ^  /4  (* 

Attachment 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bai  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

^  if  GST 
included 

%>co 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


.  Title:  G^O 

Phone  # 

rs  J 

Approved  By:  1 

(Print  name)  ^ 

Title: 

Phone*      /  ' 

(Signature) 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.t  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 
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APPLICANT  COPY 


Sunday 


June  2006 
S  M  f  W  T  F  5 

4  5  6  7  8  9  m 
111213141516  W 
18 19  20  212223 
25  26  2?  28  29  3D 


3^  mm 

S  g  Ttf  T   F  S 
I 

2  3  4  5  6  7  8 
9 10 II 12 13 14  15 

1617  IS  19  20  21  W. 

23  24  2526  27  28  29 

3031 


tram 


8 


10^ 


2»! 

:3P 


TaskPad 


D  0  Taskfad 


7:00pm  -  6:30pm  Dinner  at  Hotel  MacDonald,Harvest  Room  -  (Donna,  Judy  Falukner, 
EPIC,  Dr.  Ausford,  Karen  Combs, 


Mera!i,  AJiaudin 


427 


6/9/2006  2:27  PM 


museum  mm 


Date 

Particulars 

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other  $ 

Mileage 
km 

i   -  ■■ 

Total  km 

*<or  alternate  rate  as  outlined  in  Section  2  -  Travel  below)  @ 

$0.43* 

Totals 

EXPENSE  LIMITS 


1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meaf  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meaf  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006f  reimbursement  at  the  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

•  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  250  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 
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APPLICANT  COPY 


Best  Copy  Possible 


%?*r&.  ^-f^  COO 


rh-^gs?  ^oo 

^'OT'AL1  s0v0O 


APPLICANT  COPY 


r 


PREMIER  JFWELU'RS 
m  Southgale  Stopping  Cu 
Edmonton.  AB  4Q3--430  07o0 


6-1  ]!  of  Sale 


01/      Rnoe  local 
12. U0 


P. 00 
0.00 

12.00 

Q.y4 


Subtotal 

G  3.T.  ;::v^vJk!  5 
Met  Sale 


 Paid  by  - 

........  Visa 

.  ;     14  days  lor  exchange  oi  amir,  -ute. 
~~    Thanks  f or  shopping  at  Muellers 
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[applicant  copV 


APPLICANT  COp|y 


APPLICANT  COPY 

.     *         *  * 


Name . 


Amount  Pd:. 


25 


Licence  «.  W>  prov,  _ 
Make   color 


Date  

N2  1053SG1 
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Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #2 


Name:   ftU-&U£hiO  ff\G£-£k-A 

Employee  Number: 

Union  Name: 

Position:                      \Jp  *  CpO 

Department:    Fmm£*<oC£      ^  AOn\\  uJ 

Business  Phone:    HrO~^  - CSfe 

Period  From:  3^  \  to    Ojwl  3^ fc> 

Expenses  Paid  (piease  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  68500001 

Non-Canadian 
Currency 

j  Rate 

Canadian  $ 
(including 
GST) 

V  if  GST 
included 

Qooo 

*  iq.so 

□ 

□ 

V 

M 

**45.  US 

□ 

(  ■ 

\ 

□ 

I  §* 

uapftaWaalth 

□ 

I  tf- 

j  i 

□ 

Less  Cash  Advance 

j       AUb  i  ?"  '.'00^  j 

□ 

Totai  ; 

1      ACCOUNTS  \  f 

□ 

The  information  on  this  form  is  collected  undefsecSorT^ 
will  be  used  to  process  your  claim 


il  Health  Authorities  (Ministerial)  Regulation  and 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


IJgteT 


Approved  By:    „  v 

(Print name)                 \$  Q\VJR  U>fcftT\i6£iU 

JTitle: 

Cfeo 

\ 

Phone  # 

<»»~un>     r^Jj>  a  )(L-^laI  :  \ 

Approved  By:  ^ 

(Print  name)  / 

Title:  \ 

Phone  # 

(Signature)  / 

•< 

\ 

Date 

NOTE 


Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initia!  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  aii  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10lh  Fl.t  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4} 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 
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Date 

Particulars 

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other$  , 

Mileage 

7 

0 

 »sauto 

.A  ...  — -J  *  *  " 

 *  _g  !_J  

.....  — — — 

Total  km 

*(or  alternate  rate  as  oytMiied  In  Section  2  ~  Travel  below)  @ 

$0.43* 

Totals 

EXPENSE  LIMITS 


1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  maybe  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $17.00  {if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable, 

Meaf  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  rate  of  $0.43  per  km  for  the  first  1 5,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

•  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 T  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1  Monthly  travel  in  excess  of  250  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


s.17(1).  17(4)(e.l) 


ACCOUNT  NO, 


V/5A 


LUUOil  S  RgRAU 


CUSTOMER'S  SIGNATURE 


£g0SMgxm  (780)462-3456 


Aum  NO.. 

DRIVER 

UNIT  NO. 

TIME 

DAY: 

"  MO, 

m 

r®n  □ 

ffl|||||3  \ — -J 

■  \^Wp&iSP J. 

FARE 

INTL. 

i 

GRATUrTY 

!' 

TOTAL 

"O 
o 

££ 
Ul 

o 
o 
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APPLICANT  COPY 


Standard  Parking 
of  Canada  Ltd. 


DATE 


RECEIPT  FOR  PAID  PARKING 
PAID  PARKING  RECEIPT  ONLY 

ljfb%d   


CASHIER 
LOCATION  M 


TICKET  NO.    -rL  /SH 

AMOUNT  PAID  $  ^ 


G.S.T.#R1 00230770 


438 


APPLICANT  COPY 


TLASUSA 


RAVEL 


CHBIS  or  CURTIS 


Thank  you  Please  call 


321-436*0944     Special  to  Airport  /Disney  WmJ 
$39.00  reservation  onfys*t 


407-346-5345 


From 

To 

Driver 

— ~  .  — *  — ■ ...     ■   — ■■■■ —      Cab  No.   

Pa**                            Amount  /^3r 

TTwnJt  you  for  letting  us  serve  your  transportation  needs. 

We  hope  you  enjoyed  the  ride. 

APPLICANT  COPY 


i. 


APPLICANT  COPY 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #  2 


Name:    PrU^AuOilO  0\fc£AM 

Employee  Number: 

Union  Name: 

Position:                      CJF O 

Department: 

Business  Phone:   HOn ~7*>  W  5^ 

Period  From:    Au£r*/ OW          to        ft  U.G  ^  *  /  °^ 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  2C1 


Location 
e.g.  9000 


Qoco 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Non-Canadian 
Currency 


Rate 


Canadian  $ 
(including 
GST) 


✓  if  GST 
included 


^01 


nuusooooo  6 


(o^OOOO 


□ 


□ 


□ 


□ 


Less  Cash  Advance 


□ 


3i 


The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


i  my  behalf  from  Capital  Health  or  othc 

:  fk\mJL%JjgJL 


Date: 


H>4  *4» 


~7 


1  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed 


Approved  By:               /  <  - — — / 

(Print  name)              ^Sl /A  JC\  ^%  Jt 

Jitie: 

Phone  # 

(Signature)  j/^^ 

Approved  By:  f 

f Print  name) 

Title: 

Phone #  ^ 

(Signature) 

Date  ' 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver  The  approver  must  initial  individual  Items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  . 
processed  the  following  week. 

For  all  employees  on  the  pay  roil  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL,  10030  ~ 
107  Street  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  jp$£[n  advance  authorized  by  a  COO  or  VP 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA  -  62410002 

Staff  Provincial  Travel  -62412000  (al!  expenses} 


•  Catering -69600000 
■  Meals -62410000 

•  Mileage  -  6241 0000 

e  Course  Registration  &  Materials  -  61030000 


Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Accomm.  $ 

 ~> 

Meals 

Course 

R{*n  ifitrafion 

&  Materials 

Tron*innrtAf inn  !fc 

1  1  al  IOIIUI  miiui  1  w 

mi  ieage  Km 

 r~n — cr —    i  — ■   ■  /= — 

— 

jhJJf-  Had  -W 

10-00 

y 

i 

9  / 

Total  km 

Rate  as  outlined  in  Section  2-  Travel  below  @ 

Totals 

4Sm9l 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meai  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.mj 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  »  From  March  1 ,  2006,  reimbursement  at  the  genera!  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

\  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1 ,  2006T  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  tares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  if  union  contract  rate  differs  from  $0.43  then  con  tract  rate  must  be  used . 

*  Includes  all  forms  of  transportation  costsT  including  taxis  and  buses  for  iocal  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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Tuesday 


12 


00 


pm 


m 


M  oo 


00 


IS 


APPLICANT  COPY 


Non-Responsive 


Atigu5t20Q6 

5  M  T  W  T  f  S 

X  2  3  4  5 

6  7  8  91011  XL 
131415 16171819 
2Q  21  22  23  24  25  26 
2728  293031 


September  2006 

S  M  T  W  T  F  S 

"    ~     TP  2 
3  4  5  6  7  8  9 
1*>11*2 1314 15  16 
171&*92&212223 
24252627  2829  30 


5:30pm-7:30pm  Dinner  with  Nick  Shandro  ( reservation  made  at  Normand's) 


TaskPad 


D  ffiTaskPad 


Notes 


i/ 


Merali,  AUaudin 


32 

444 


8/9/2006  2:58  PM 


APPLICANT  COPY 


II  tf  T  F  S 

1  2  W  4  S 
6  7  8  91011  12 
13  14 15 16 17  IS 
3021 222324  25  26 
2728293031 


S  M  T  W  T  F  S 

3  4  5  6  7  8  9 
iO  111213 1415  16 
i?  181920212223 
24  25  26  27  28  29  30 


Non-Responsive 


Roche  Breakfasst  Meeting  (JP,  Tim  Seefeldt  &  Others)  (Edmonton  Room  @  Hotel 
Mac) 


12 


00 


DO  | 


DO 


GO 


Non-Responsive 


TaskPad 


Merall,  AJIaudin 


1 

445 


8/9/2006  2:58  PM 


Si 


APPLICANT  COPY 


L. 


■  CD  .x> 
::;:>  f-H 


as; 


cq 

"     -  S     :i  if  it 

^  ^ 


US 


1 


"T; 


i 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Actaclunent#2 


Name:  ftuU\uLOi«0  fhfcAflvJ 

Employee  Number: 

Union  Name: 

Position:                      C£~G                                         Department:  PiOPbor^ 

Business  Phone:    Moi -3b52. 

Period  From:%5^l  ^/oCo           to  ^3*4^-3y4>jL 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  I  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


^000 


Q&oO 


Functional  Centre 
e.g.  71135050044 


~1  VUSG0OOO  b 


Account 
e.g.  69500001 


Non-Canadian 
Currency 


Rate 


Canadian  $ 
(including 

GST) 


^  if  GST 
included 


□ 


□ 


□ 


□ 


Less  Cash  Advance 


!  Total 


The  information  on  this  form  is  coilected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim, 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  bertalf  from  Capital  Health  or  other  organization. 


iter 


Employee  Signature: 


Date: 


hav^r* 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed 


Title: 

Phone  # 

(Signature) 

Approveo/By: 

(Print  namS) 

Title: 

Phone #          u  x 

(Signature) 

Date  r 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original"  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  ail  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  1 98bki  advance  authorized  by  a  COO  or  VP 


February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA  -  62410002 

Staff  Provincial  Travel  -  62412000  (all  expenses) 

Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 


Catering  -  69600000 
Meafs  -  62410000 
Mileage -62410000 

Course  Registration  &  Materials  -  610300GC 


n  .  Particulars  (Describe  .  fr 

uate         Purpose  ofTrip&  Location)  Accomm:$ 


Meals 


0^0  n^-G^^^,  ,/  US  ~x  03 


Course 
Registration 
&  Materials 


W3 


Transportation  $ 


Mileage  km 


Total  km 


Totals 


^Rate  as  outlined  in  Section  2  -  Travel  below  i 


186  MO 


EXPENSE  LIMITS 


1. 


,  the  empkfyee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 
*flme  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 


2. 


3. 


Meal  Allowances  I  ' 

When  traveling  on  Capital  Health  busin 

Breakfast       $10.00  (if  the  de?S 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p  'm.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6*30  p  m  ) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  infcrmaSon  on  either  the  names  of  the  individuals  or 

organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

Travel 

*  Use  of  personal  automobile  -  From  March  1,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15  000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective' agreement  speaks 

r  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy 

*  Effective  March  1, 2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  m< 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager 

1.  Monthly  travel  in  excess  of  340  kilometers;  or  ' 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer 

*  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

*  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 
Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 

449 


I  meeting  the  following 


APPLICANT  COPY 


69600        Exch.  Rate  Total  Cdn  62414      Exch.  Rate    Total  Cdn  6241 0 


17.14          2.167       37.14  88.90             2.167     192.65  4.00 

65.00         0.2053       13.34  35.00  1.14       39.90  12.00 

34.59            1.14       39.43  "                   ~  ~"      ^  8.00 

 3.57  w/tax  13.50 

~"  23.00 


$  93.49  $  232.55  $  60,50 


Grand  Total:  93.49 
232.55 
60.50 


$  386.54 


450 


APPLICANT  COPY 


HMSHOST 
STARBUCKS  C01 
Chicago  773,686.6180 


6617  Sarina 

CHK  6989  SEP23'06  9:11AM 


1  WATER  VASA  25oz 

SUBTOTAL 
TAX 

AMOUNT  PAID 
CASH 

CHANGE  DUE 


2.49 

2.49 
0.26 
75 
5.00 
2.25 


APPLICANT  COPY 


The  Paradies  Shops 
Cincinnati    /  N.Kentuckvi  In+I  .  Airport 
Hebron,  Ky 

COCfl  CDLR  22552159000 
1  .39  T 

5UBT0TRL  51  33 

SOFT  AND  SPORTS'  BRIM  i0  Q* 

TOTAL 
CASH 
Crl^NGE 


£w 

$3.53 


ITEMS  1  T<  GREG0RV 

09722/2006    06:07PM      0124  01  11394  0613 

Thank  You  for-  Shoppina  at 
The  Paradies  Shops 
Cincinnati    /  N.Kentucky  Intl.  Airport 


452 


APPLICANT  COPY 


CA  ONE  SERVICES  INC 
*  Oenver  International  Airport  * 
**  Coffee  Beanery  ** 

1008  TERENCE  S 

9934   SEP2T06    9 : 46AM 


  2  Coffee  REG  g  1,30       2.  60 

 ■■■■  —  *  2.60 

■  i6:  "  &..2:t 

   -   ■  ota  1  Paso   2     8  1 

Cash  ( PRT)  "  "10,00 

Change  Owed   7,  jj 

-  -  -  -  *  **************  * * *.* ***** ******  *  * 

PROVIDING  CARE  AND  COMFORT 
™  PEOPLE  AWAY  FROM  HOME 
********************************** 


453 


APPLICANT  COPY 


I  .  '50  T 
I' 


5  „ 

S    .....  „  i©5  13TM 


454 


APPLICANT  COPY 

r 


<'::  ■ 


c 


01 

m 

m 
m 

355197 


z 

I 


DETACH  RECEIPT 

TICKET  PRICE  INCLUDES  GST  REG.  #88731 5638 RT0001 

■    f.:    a    u_  _ 


.1  1 


1 

m 
in 

355196 


<  z 


RED 


DETACH  RECEIPT 

TICKET  PRICE  INCLUDES  GST  REG.  #88731 5638RTD001 

-K  L-     ^  ^ 

BLUE 


is  i 
I 


APPLICANT  COPY 


CIIV  OF  EBffiHTON 

,  ussy  mRKHfif 


itePtH  57681. 


 -  I  H.2 

J3-     *  0.68 

WftftOD     $  IS. 
t^sn  feriaer  t  tim 
wm>  m    $  io.oo 

THfiNK  W! 

COME  AGAIN 


456 


APPLICANT  COPY 


APPLICANT  COPY 


APPLICANT  COPY  .  .  „ 


3o  -Scfy(>>~i     Lo,JU  c.vc? 

v      i?.n 


.  ~  J.S.. ,   £;fmt;  8.*K 

  "     .  n 


-   X? 

M 


459 


APPLICANT  COPY 


86 
31211 

*  1.90 

$  27,i a 

UGNTftCT  TLC 
DIAL  3-1-1 


l#i&2 ■ 
TRIP  # 

5  TOT  ' 

Total 


U-5, 


Amount  S  jLri- 


Cab  #■  


Date 


RECEIVED  PAYMENT 


460 


APPLICANT  COPY 


 at. 


;k.: 


4.1-- 


jzii©  


2. 


^    5*  0 


 :  ^  2L5J  


/?•; 


.  Cf*o  + .  ^121 


::  fcjf^ 


..Wt  ^  


 fe£ 


461 


Mi 


\~y  APPDfcANI  COFf>Y 


; 


°  1  ?  2' 


CD 


ho 


r::- 


5  ^  dT 


— t  I-Oi 
CO 


en 


!Zj         CD  — ^ 


CD 

c: 


o 


-Li* 


¥i^ance  Cars 


Tel:  020  7706  1066 
Fax:  020  7706  9700 
Mob:  07984  539  855 

Date,  Q....3..../i.^...3..--0.i. 


YUti/s  SO  LAQUE  ndll  &uwwl, 


Signature 


LICENCED  TAXI  RECEIPT 


ST 


Type  of  Vehicle: 


CP© 


CASH  RECEIPT 

P.C.O.  Licensed 


re 


IHll 


&  I'  £ 


if.  -Civ 


§  f  "fir 


BevLoustel  ^Mf5P 
Senior  Sales  Consultant-  Foreign  Exchange 


Thomas  Cook  Foreign  Exchange 

Edmonton  City  Centre 
2nd  Floor,  #C227 
10200  - 102  Avenue 
Edmonton,  AB  Canada 

T5J  4B7 


Tel- 780  425  5426 

Fax-  780  423  3610 
Sli  Free:  1  888  666  5426 

bevJoustei@thomascook.ca 
www.thomascook.ca 


n 


APPLICANT  COPY 


impark  ,  814476 


IMPERIAL  PARKING 
CANADA  CORPOR^gpN 
10239-  107th 
EDMONTON,  Ayd^T\>3&-1976 


READ  COI 

*  Vehicles^  x>.^  fl,  , ,  „  , 
(Jasfi  wi!!  ijk  i^fer  charged  ^f™r's 
expense.  ^  %.. 

•  Vehicles  and  conterjts  left  at  owner's  ^ 
risk  •  Maximum$a%frate  charged  op>v-  •  •* 
lost  tickets.  *  Vehicles  parked  over  24%£ 
hours  will  be  subject  to  towing  anchorage 
fees  unless  attendants  notified.  *  We 
reserve  the  privilege  of  moving  vehicles  to 
other  section  of  lot. 6  Ticket  is  non- 
transferable. « No  in  and  out  privileges. 


UC.  NO.: 


AMOUNT: 


,1  f 


VN  FOR  VALIDATION 


AMOUNT: 


THIS  F6£  {N&LUDES  G.S.T'  REG.  #88731  5636  RT0001 
T-^I-  VISIT  OUR  WEBSITE  AT  www.  impart  com 


APPLICANT  COPY 


APPLICANT  COPY 


„2T  o.r  J£>  Z~y,  £^3  3'ri         Crj'A  Cr-t  C"i 

qj  o-i  no  J^t      &  irr  "~-  ^ 

— ?   T3~         Cl!   P>\  £^  h*— i 

-D   T^f  "^1; 

i^S  J32'  a.*'  ro  l^a  v0 

cx  >y  en      ;  ^ 

— J  -Z^  Co 


if>  ^  ^  -£f>  <^ 


c:>  p"'  CH  f1^  ~i>- 
^  cp        C35  r-o 


CO 


APPLICANT  COPY 


•tc  815347 


,  imparl  . 

IMPERIAL  PARKING 
CANADA  CORPORATION 

10239  -  ^07th  STREET 
EDMOmON.  ALBERTA  420-1976 

PFAD  CONDITIONS  CAREFULLY 

tosh  will  be  towed  f^m 

fvehicles  and  contend  \M^f  ? 
risk  -  Maximum  Daily  Rate  ^W?™ 
lost  tickets.  *  Vehic|sjglse^^ 
hours  will  be  subjel* pwing 
fees  unless  attendant  is  '  ™*  ta 

reserve  the  privilege;ol m^^tf0 
other  section  of  lot.  ^e^lyfc 
transferable.  -  Mo  \n-$^W%fflm* 

"  UP  DM  DASH  _ 

DETACH  THIS  PORTION  FOR  VALIDATION 


m 


L1C.  NO.: 


CAHADACORPpRATION 


impark 


JM4  <^i¥ihPC  n  ST.  RE 


■X^X  W  Jlb1F/*T  RFG  #88731  5638  RT00O1 

THIS  E»^S  ^ 


469 


APPLICANT  COPY 


cm  of  mmi 

LIBRARY  PARKADE 


Rcptll  11549  !  ■ , 

—    03/21/07  13:42  1.1  2  AS  38  Tm  3680?  - 

03/21/01  07:43  in  03/21/07  13=42  ftit  ;  " 
^—    TOT  1?'?5?3 

"      Regular  Rats  I  JL32  i  ■ 

^    TotdlTax     $  O.SS  ! 

"     Total  Fee     $  12,00 

CASH  PAID      $  12=00-  \ 

Cash  Tender  $  20.30  I 

Change  Due    *  8,00  , . 


THrNK  mi 
COME  AGAIN 
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APPLICANT  COPY 


TE.US  PARKASE 

GST  INC,  R81223SB333 

07RAR23  12:48  001  001 

Q7NAR23  10149 

/  r.59  #165531 
RATE  t  g.OO 
TOTAL  W.00 
CftSH  «.W 

flftNAGESSlf 


APPLICANT  COPY 


¥  *V>f<?  I 


vio 


BRARY  PARKADE 


Official  Receipt 

G.SX  #  119326270  RT0001  £   O  A 

Amount:  if-  a  w 
Evening  Parking 


751  8097 


Thank  you  for  your  patronage 


APPLICANT  COPY 


i 


1 

ji  rr  | 


C:  C: 


a:  i 


1 i  S 

=fc:  C: 
C:  r-_T 


s  5-  i 

a:  i» 
-t:  £ 
S  X  £ 

Iji 


j 


■ 


APPLICANT  COPY 


ihank  Yuu  rur 

Feu  kjny  Hi  LAJi«HlBf  UW 

rieue  rat  kcitia 

knit.  6>w 

iUlHL  6.UU 

bdsrs  ^-Uiu 

UHnNft.  14 .  UO 

ii&j  lioVTfZfoo'/Hi 
Hdv'!::'  a'feufcf  iia-y 
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APPLICANT  COPY 


Si " 


^11  ll 


i  p 

p 

O 

§ 
s 

o 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #  2 


Name:     At-LfiuO^  fT\££Au 

Employee  Number:                       Union  Name: 

Position:    £cX£C\JP*-  C^O 

Department:  £~ jfoAjoC^ 

Business  Phone:     U-  On  -3  (o 

Period  From:  OcJ  .  *  / to       OlJ  2^/4^ 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Baf  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Non-Canadian 
Currency 


Rate 


Canadian  $ 
(including 
GST) 


✓  if  GST 
included 


Qooo 


-l\\\$oooooQ) 


n 


QooO 


n 


n 


□ 


n 


Less  Cash  Advance 


□ 


The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


1  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 

Employee  Signature: 

Date:        fHflM    %{ ©? 

1  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Approved  By:/^~7>W  )         ^J-  y 

(Print  name)      f       //  ^^OXXA^y 

'Title:  GGD 

Phone # 

(Signature)  / 

Date^fj^j  ^3/9  , 

Approved  By^/ 

(Print  name)  / 

Title: 

Phone # 

(Signature) 

Date  ' 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  trie  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  *-  10th  Fl  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  J^^n  advance  authorized  by  a  COO  or  VP 


CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


• 

Local  Travel  -  Staff  -  62410000 

•  Catering  -  69600000 

• 

Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Meals  -62410000 

* 

Staff  Travel  -  UNA  -  62410002 

•  Mileage -62410000 

Staff  Provincial  Travel  -  6241 2000  (all  expenses} 

©  Course  Registration  &  Materials  -  61030000 

• 

Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 

Date 


OX  -)M 


Particulars  (Describe 
Purpose  of  Trip  &  Location) 


cy.»/d4 


£2dL 


ill 


Mi 


~   U(g  tt  ,3^e-o^AJt 


Accomm.  $ 


Meals 


cLL 


Course 
Registration 
&  Materials 


Transportation  $ 


JEST 


c& — 


□5  ^ 


^  34.QQ 


fisted 


3..QQ 


Other 


Mileage  km 


Total  km 


Rate  as  outlined  in  Section  2 


Totals 


n  2~Tpy 


ivel  below  ( 


EXPENSE  LIMITS 

1 .  Meal  Allowances  (Lff-  V ' 
When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of; 

Breakfast       $1 0.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dioner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  genera!  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

\  Business  or  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1 2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  ~  reimbursed  at  $0.50  per  kilometer. 

*  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

*  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


62414 

69600 

us 

Exch. 

Rate  Total  Cdn 

US 

Exch.  Rate  Total  Cdn 

Oct  1/06 

49.4 

1.15 

56.81 

8.45 

1.15  9.72 

Oct  2/06 

70 

1.15 

80.50 

6.00 

1.15  6.90 

Oct3/06 

34 

1.15 

39.10 

Oct  4/06 

36 

1.15 

41.40 

2.92 

1.15  3.36 

Oct  4/06 

32.00  w/tax 

$  249.81  $  19.98 


Grand  Total  249.81 
19.98 
36.00 


$  305.79 


$  36.00 


62410 

6.00 
12.00 
14.00 

2.00 
2.00 
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APPLICANT  COPY 


5s 


6-t° 


479 


APPLICANT  COPY 


,    v  NEU  f'2RK 

y[r.:-   "V  0B6S 

7 2 IP  #  2727 
'?T,   TIME  86 s 46PM 
LHD  TIME  8?<MP7 
GCT-'^l  ;7" 

o^ 

FRRE  $  10.50 
Contact  TLC 

•:  ,  :  ->i  i 


13 


I  HEW 
MED  # 

START  TIME 
END  TIME 
TRIP  # 
RATE  No, 
MILES 
FRRE  $ 
EXTRAS  £ 
TOTAL  $ 


YORK 
2U33 

3/722S 

23;  04 
23=  10 
30717 

i 

2.SS 
3„  10 

8.60 


Contart  TLC  Dial 


1    7     7;-   ■  -722 

;7:7>  7  2B73 

I77>''#  ..725 

ST,    i  177  T   ^  7^7 

END  TIME  77;:  7-77 


DIET 
FRRE  $ 


77%7 


7° 


  yf?\38) 

to  Contact ( 7 L7  / 
Dial  3-7-1 


I        NEW  7GF7< 
7hD  #  5B27' 
TRIP  #  2727 
ST,   TTr-T  •-;r;>-P- 
2 77  7122         45P  i 

2H28^,^  ^C7-74Itt^- 

D  1ST 
FRRE 

to  Contact;{ 
Dial  3-1  - 1 


480 


APPLICANT  COPY 


o 

ho 


CO 


> 

**  Cr 

O 

OP 


3  R3 


CD 


sT7 
5C 


CO  O 


PCD 


' 


S  H  r 

C   p-.  x 

Crr  > 
CO'  ^ 

NO 
OS 


1  SSsK:iOfj'^ 


-,vv,.-.  ;,,%,-V- 

■■■■■■■■     r' •  - .    *  - 

r"  -H  O 

rnrnrnTf 

«f,.-!o  .» 


¥1  sir ■ 


I 


CO  H  I      ^    j  3. 

P.  ' — I  to  ^-i    |  ft'  *  <*. 


1  ^  ^  t  — •:  i- 


i 

f. 
r 

*  f 


0D 


7*  ^     Q  ■  ^     — ■  CO  J 


APPLICANT  COPY 


-  mm  plage  mm 
operates  by  imperial  mm 

m  THE  CITY  OF  QSHOHTSN 


f?CPt3  92894 

10/16/06  11:52  Lit  2  AS  3  lymsm 
10/16/06  1C;09  Irs   10/16/06  UiSt 

Regular  Rate  *  5.66 

Total  Tax     $  0,5s 

Total  Fee     f  A.00 

CASH  PAID     $  6.0&- 

Cjasfi  lender  $  6.00 

Chsse  Due    $  0,00 

we  ¥p!&ate  yon  mm.® 

M  AGAIN 


4s-  
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APPLICANT  COPY 


ciir  of  mm 

LIBRARY  PfilABE 

sst  » imm  rtoooi 


RcptiJ  63466 

10/20/06  34;58    LI  2  fill  14  TffiS20763? 
10/20/06  08:48  In   10/20/06  14:58  Out 
Tktfi  091442 

Regular  Rate  i  1.U2 
Total  Tax  $  0,66 
Total  Fee  $  12.80 
ChSH  PftIB  $  12.00- 
Casfi  Tender  I  20.00 
Change  Due  $  8.00 
THANK  W 

come  mm 


i-        I  !  •■      i         i  I 

APPLICANT  COPY  I 

S  "  I         \  I  ? 


|       ;       \       \       \  "■  .| 


APPLICANT  COPY 


2* 
c 


5 


SI  I4 

HI  Q 

ffi  ©  ■ 


f  i  s 

ffi.  s 

076570  a 

DETACH  RECEIPT 

TICKET  PRICE  INCLUDES  GST  REG.  #88731 5638RTOO01 


c; 


c 


WHITE 


: 


Capita)  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(in  Canadian  Dollars) 


Attachment  #  2 


Name:     ftuL-ftmOiO  f]\e^A^V 

Employee  Number: 

Union  Name: 

Position:     ^i6C.  \ip^  C£~0                                  |  Department: 

Business  Phone:  Mcn~3^aS^ 

Period  From:   NiO^-  \  /o  (o        to     M  D\J-  3^/ 3  U 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Compfete  details  on  the  other  side  of  the  form 


Baf  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

rjqr\ 

✓  if  GST 
included 

3o| 

~~ 1  \  K\  S0DOQ0b 

Io9boooo0 

Q- 

Jj*- 

n  ° 

~lo.3f}j 

n  D 

□ 

/ 

□ 

Less  Cash  Advance  / 

□ 

Totai  \t? 

i — i 
l_i 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  Incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Approved  By:  (r~*~~y^/~?&    \  Jj 
(Printname)         I     // ZA^Jo                 8  J  J 

/Title:  CeO 

Phone  # 

(Signature)            J/^  ^ 

Approved 

(Printname)  / 

Title: 

Phone  # 

(Signature) 

Date  ' 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  ail  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  3^^n  advance  authorized  by  a  COO  or  VP 


CH-0313  Februarv.  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 

•  Local  Travel  -  Staff  -  6241 0000 

•  Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Staff  Travel  -  UNA  —  6241 0002 

»     Staff  Provincial  Travel  -  62412000  (all  expenses) 

•  Staff  Out  of  Province  Travei  -  62414000  (all  expenses) 

•  Catering  -  69600000 

•  Meals  -62410000 

•  Mileage -62410000 

«  Course  Registration  &  Materials  -  61O3G0O0 

Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Accomm.  $ 

Meals 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

Mileage  km 



a**  

1  3*oU  m 

op-  — - 

— f 

>  "\ — 

z  

 A—   ^. 

4^ — — — ■ — OL*.   

i  .^y  in-Ci  it* 

^    w " 

Total  km 

£ate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

EXPENSE  LIMITS  -  M  b 

1 .  Meat  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  iater  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1 ,  2006t  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise), 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  If  u  n  ion  co  nt  ra  ct  rate  d  iffe  rs  fro  m  $0 .4  3  th  en  co  n  tra  ct  rate  m  ust  b  e  u  sed . 

*  Includes  ail  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travei. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


.!-'">" 


■    ^  taxi  AssocKnoN  inc.* 

For  Cab  Service  Call  (773)  338-9S02 

Thank  you  for  your  patronage. 
We  accept  Am  Ex,  Visa,  MCf  Dfsccver,  Dinere  Club 


Date 


Time 


Received  from 


Cab  fare  from 


To 


Driver 


Cab  no. 


iteceifaf  Admtisi^  Ink  OiicagelSispafielier.cflfli 


Visit:  mf  sfe 

AHA:  Exhibit  2009 
November  12  - 14 


RSNAs  S@uth  Hall,  EKhi&It  1129 
November  26  -  December  1 


EE'''-..  PSII&I-WW         •  i  ;': 


HHSHOST 
CORNER  BAKERY  F09 
Chicago  773.686.6180 

5270  Latcnya 

5224   N  0  V  2  S  '  06  8:31AM 


1  WATER  VASA  25oz 
I  MUFFIN 

H  SM  HOT  TEA  1 
CASH 

subtotal 
tax: 

AMOUNT 
CHANGE 


2.49 
1  .89 
1  .59 
10.00 

5.97 
0.61 
6.58 
3.42 


ncCon.oick"  Hx 
Credit  Car. 


CHECE : 
SERVER: 
DATE: 
CARD  TYPE 
ACCT  £; 
EXP  DATE; 
AUIH  CODE 
RESEARCH : 


EDIT  l;e-' 

■V^i  ..EC  ?     ..■  = 


A  A:' 


000906 
63321  :V:i 


ALLaL  D I N  (1th 


^BUBTOIOL: 
Gratuity 

Total 


***PL£aSE  SIGE  TCP 
*-C;AKE  BCTFOII 


491 


APPLICANT  COPY 


APPLICANT  COPY 


493 


APPLICANT  COPY 


'469860 


UC.  NO.: 


OUT: 


.IMPERIAL  PARKING 
CANK^fCGRPORATTON 

10239  -  107th  STREET 
EDMONTON,  ALBERTA  420-1976 

READ  CONDITIONS  CAREFULLY 

*  Vehicles  not  displaying  Valid  Ticket  on 

dash  will  be  towed  or  charged  at  owner's 

expense.  ^.^^         #>  ^% 

s  Vehicles  and  conter^s^left^T^ner'e//  V 
risfc*  Maximum  Daily  Bate  cSafgedoV 
lost  tickets.  *  Vehicles  parked  oVer^ 
hours  will  be  subject  f  lawing  and  storage 
fees  unless  attendant  is  notified.  *  We      i  ™uuiv  i : 
reserve  the  privileged  moving  v&tetfo ft  v  - 
other  section  of  Jot.  *  Ticket  is  nwflW  V  f  ,  ?  3flf]  j£ 
transferable.  *  No  in  and  out  privileges.     1  ! "  'J 


I  AMOUNT: 


DETACH  THIS  fiORVON  FOR  VALIDATION 


^  receiptor;  Lie.  no-- 

VALIDATION      ;  '  ^ 

IMPERIAL  PARKING 
CAfdADA  CpflPORATIOM  *— 

:^^<^^7t^5TREET|AMOU^iT: 


EDMONTfc^-Al&EfoA  ,  420-^976  p 

,469869  " 


HECYCL£ABi£     THIS  F^T^I^GkUDES::  G-S;T,  REG.  #88731  5638  RT0001 
VfSlT  OUR  WEBSrf  E  AT  www.impark.com 


494 


APPLICANT  COPY 


1  I     rr'r'  ?-;.?:? 
.  :!v; 

Cn  ^       K  fei 

»  n    .    *■  > 


CO  CO  CO  O  .  v  i  !  : 

S  It- 


APPLICANT  COPY 


SAIL  AND  SIGN  STATEMENT 


q^|tNOV-2006  12:30  AM 

Voyage  #:VI20061112007 
Voyage  Date12"Nov-2006 


MR  ALLAtJDIN  JSERALI 
5^,jpM.S,  VICTORY 

Cabin  #7211 

Authorization  #:  5980 
Booking  Number  :  2LW748 
Passenger  Seq  #:  11 

This  statement  represents  the  charges  made  to  your  Sail  &  Sign  account  during  the  cruise.  If  you  have  already 
provided  us  with  a  credit  card  voucher,  there  is  no  need  to  stop  by  our  office  before  disembarking  as  the  billing 
will  be  submitted  dfrectfy  to  your  credit  card  company.  If  you  have  any  questions  concerning  this  statement,  ptease 
see  our  representative  at  the  Purser's  Information  Desk. 


Page:    1    of  2 


pate 


Description 


Receipt  Folio 


Sale  Amt 


Tax  Gratuity 


Total 


|ll/l4/2006     In-cabin  Call  925 


3462 


7812 


76  .89 


0  .  00 


0  .  00 


76  .  89 


11/18/2006  In-cabin  Call  925 
11/18/2006      In-cabin  Call  925 


4460  7812 
4498  7812 


167 . 76 
111  -  84 


0  .  00 
0  .00 


0.00 
0  .  00 


167 . 76 
111 > 84 


11/18/2006  In-cabin  Call  925 
11/18/2006      In-cabin  Call  925 


4593  7812 
4598  7812 


20  -  97 
27  .  96 


0  .00 
0  -  00 


0  .  00 
0  .00 


20.97 
27-96 


11/18/2006      In-cabin  Call  925 


4754  7812 


62  .  91 


0  .  00 


0  ,00 


62.91 


Total  Charges:; 


THANK  YOU  FOR  SAILING  WW  CARNIVAL  CRUISE  LINES p:t  I    5"M  O  M:  * 

Any  activity  alter  midnight  on  the  last  nigbt^Qjailing  may  not  be  shown  on  thiqstatemenL 


SAIL  AND  SIGN  STATEMENT 

MR  ALLADDIN  MERALI                                                                                                        q^tNOV- 2  0  0  6  12:30  AM 

Ship^-S-  victory                                                                    Voyage  #:VI20061112007 
Cabin  #7211                                                                           Voyage  Date12-^"2006 

Authorization  #:  5980 

Booking  Number  :    2LW748                                                                                                                 Page:    2    of  2 
Passenger  Seq  #*  11 

This  statement  represents  the  charges  made  to  your  Sail  &  Sign  account  during  the  cruise.  If  you  have  already 
provided  us  with  a  credit  card  voucher,  there  is  no  need  to  stop  by  our  office  before  disembarking  as  the  biHing 
will  be  submitted  directly  to  your  credit  card  company.  If  you  have  any  questions  concerning  this  statement,  please 
see  our  representative  at  the  Purser's  Information  Desk. 

Date                Description                                              Receipt     Folio          Sale  Amt       Tax     Qratuity  Total 

1         Less  Non- Refundable  Onboard  Credits  Applied:  0.00 
Less  Cash  Deposits:  0,00 
Less  Refundable  Onboard  Credits  Applied: 

Less  Shore  Excursion  Pre-Sal^s  Credits  Applied*                               0.0  0                                        ■  : 
Plus  Cash  Refunds/                                                                                      o .  oo      ,           S.17(l),  17(4)(g)(l) 

NET  BALANCE : 

Folio  7812     MR  ALL  ADD  IN  MERALI 
Folio  7813 

s.17(1),  17(4)(g)(i) 

Wank  yw  for  sailing  with  carnival  cruise  lines  1 1 1 1 

Any  activity  after  midnight  on  the  last  night^Q^ailing  may  not  be  shown  on  this  statement. 

■■■■  

i APPLICANT  CORY 
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APPLICANT  COPY 


I 

!■ 

I:- 

-  — ~ — - 4 

m  a  H93262'?0  RT0001 


KCPtft  65579 
11/02/06  11U3 

••.  -.lei-  .:.•.":■'•■>. 


2  A8 12  TXfffiWfct: 


Tkt:' 

8B9SiiS?  Rate  $  1132 

!Qt2l  Tax.     I  0,68 

Total  Fee     $  s2M 

m  PftlB      I  12,00- 

CHafse  Bug    $  3.00 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(in  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Attachment  #  2 


Name:   Al-LAuD^  fT\£tCAu.\ 

Employee  Number: 

Union  Name: 

Business  Phone:  MO~l-3bSS- 

Period  From:          1  /o  <o 

to   1>€C-  3*/ol=  | 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

WW    B  / 

✓  if  GST 
included 

~~HU6t>DO00  4? 

□ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

,4 

□ 

I 

,/ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regiona!  Health  Authorities  (Ministerial}  Regulation 
will  be  used  to  process  your  claim. 


and 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have*reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Approved  By^  ^//      \        ^  J  y 

(Print  name)    f        ZS^A    A  ss   A  I-LA^s? 

Title:  Q£0 

Phone # 

(Signature)  y 

Date  rK^^  a/o  7 

Approved  ByT 

(Print  name)  / 

Title: 

Phone # 

(Signature) 

Date  * 

NOTE: 

Expense  claim,  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  . 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.t  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  g^|'n  advance  authorized  by  a  COO  or  VP 

CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 

•  Local  Travel  -  Staff  -  6241 0000 

•  Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Staff  Travel  -  UNA  -  62410002 

•  Staff  Provincial  Travel  ~  6241 2000  (all  expenses} 

•  Staff  Out  of  Province  Travel  -  6241 4000  (all  expenses) 

•  Catering  -  69600000 

•  Meals -6241 0000 

«  Mileage -62410000 

«  Course  Registration  &  Materials  -  61G3G00G 

Date 

-p™  — -i — 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

MCCQIIIIII.  3> 

Meais 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

Mileage  km 

3.oO 

.                     -  ft  <^> 

&  r-\6 

/ 

Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals  f 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m,) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

*  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1  f  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

■    Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 


502 


APPLICANT  COPY 


TELUS  PARKAM 
'  GST  INC.  RISI22388333 

06DEC07  i?;54  001  002 
»6I)EC07  14r  IS 

/  5:36  111564(55 
HATE  ]  $15.00 
TOTAL  $15,00 
CASH  .  $15,00 

nmm  by 

10;  ■  pffii 


503 


APPLICANT  COPY 


-  -----  ~  (  r 


,NAD4  ©ORI-,  _~  

10239  -  lOWSTREEf 
EDIWOMtdPCALBERTA  420-1976 

READ  CONDmCreCAREFUaY 

*  Vehicles  not  tiisMying  VaHcCTp>f*tOn 
dash  will  be  towe%r  chargeot^fcfeer1^ 
expense. 

*  Vehicles  and  contents  left  at  owner's 


415596 

If    ^  -, 


^LicJNp.: 

=  U 


OUT: 


? 


risk  -  Maximum  Daife  Rate  charged  on 
lost  tickets.  •  Vehio^aj^d|>v|£:J^c  * 
hours  will  be  subject  to  towing  anff  sToftge* 
fees  unless  attendant  is  notified.  •  We 
reserve  the  privilege  of  moving  vehicles  to 
other  section  of'lot.  •  Ticket  is  non- 
transferable. *  No  in  and  out  privileges. 


PLAC 
UP 


£  THIS  SID 


DETACH  THiSMkTjiOf  j^VA^IPAfiON  | 


LIC.NO.i 


RECEIPT  OR 
mwmvz VALIDATION 

t'VllMpEBlMi  PARKING 
10239- 

;  EDMONTON,  ALBERTA  430-1976 


475596 


RE(S£*BiE  THIS  FEE  INCLUDES  G.ST.  REG.  #68731  5638  RT0001  T 
recycleabce     m  viSITOURWEBSrTEATwww.impark.com 


564 


APPLICANT  COPY 


APPLICANT  COPY 


,i  


.  -  

■  : 
; '; 


IF21V  ; -211 


RcPtl?  2291;- 


59   LSI  1  Hi  40  mmi 
2/30/06  17:58  in 


12/30/0?-,  ?!; 


Tktl  134749 

KSi'iar  Rate  l 

Total  Tax  $ 

Total  Fes  $ 

ChSH  paid  $ 

Casr,  'feser  1 
Change  Cue 


THM 


1  Si 

0.21 

'l  fjf; 

/2  it  VV 

ill 


i.?Ui  if;,  /"ii.rM.i.r: 


506 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #2 


Name:    AulAvjlOim  (T\h<n^K 

Employee  Number                     |  Union  Name: 

Position:  EL^ec~  \iP  ^  CC~G 

Department: 

Business  Phone:     *4Q~\ ~3 b53w 

Period  From:  0>  a^-  \  /o  1          to     3^a/o-  ^/bl 

Expenses  Paid  (please  attach  receipts).  Do  not  inciude  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e-g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

~iuisooooo  4? 

&  SiH  \OddQ6 

□ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

I  uidi 

./ 

a. 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  havjexetfewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


May  ^7 


Approved  By:    ^—~JJ     \  / 

(Print  name)          f     7>^  /  A  )a  ^   i  A 

✓Title:  ^C 

Phone  # 

(Signature) 

Approved  By:  / 

(Print  name)  / 

Title: 

Phone #      ^    /  . 

(Signature) 

Date  ' 

Expense  claim  must  be  property  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  empioyees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl  1 0030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  requires  Travel  Approval  Form  (CH  ^Q^K1  advance  authorized  by  a  COO  or  VP 


CH-0313  Febmarv,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA  -  6241 0002 

Staff  Provincial  Travel  -  62412000  (all  expenses) 

Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 


Date 


Particulars  (Describe 
Purpose  of  Trip  &  Location) 


y — I  _ 


Accomm.  $ 


•  Catering  -  69600000 

•  Meals  -62410000 

•  Mileage -62410000 

•  Course  Registration  &  Materials  -  61G3G000 


Meals 


Course 
Registration 
&  Materials 


Transportation  $ 


Other 


Total  km 


Totals 


Rate  as  outlined  in  Section  2  -  Travel  below  t 


Mileage  km 


5i'pt)  and  information  on  either  the  names  of  the  individuals  or 


EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  am) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  rec 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15  000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective' agreement  specifies 
otherwise).  M  F 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

*  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


CITV  OF  EDMONTON 

LDRWff  * 
GST  SS  ii932GtK)  RT0QQ1 


Regular  Rate  I  If 
Total  Tax  $  0.42 
Total  Fee     %  W 


Gar  te  r  $ 
Chares  m  $ 


COHE  ftGftll 
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Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

8.17(1%  17(4)(g)(i) 


Attachment  #  2 


Name:         A-L-L-ftuD^  Of\fe£AU 

Employee  Number: 

Union  Name: 

Position:               \jp  ^  CFO 

j  Department: 

Business  Phone:  MO~*~^W5 

Period  From:    f~^G  ^/oi 

to  Pea 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capita*  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST* 

V  if  GST 
included 

aoi 

y&  DO  06  O 

Rood 

n  H|6OOfl0O  (d 

□ 

9ooo 

°tOOO 

i/ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

[—1 

LJ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial}  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Approved  By:  s~ — myC^m     \  J 

(Printname)                 (         l^TZA  J 

jit 

Phone  # 

(Signature)  / 

Date 

Approved  By:  / 

i Print  name)  I 

Title: 

Phone # 

(Signature) 

Date  f 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits . 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Heafth  Centre,  North  Tower  -  10th  Fl  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  advance  authorized  by  a  COO  or  VP 


CH-0313  February.  2007 


APPLICANT  COPY 

EXPENSE  CLAJM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  6241 0000 

Staff  Local  Travel  -  Taxi  -  6241 0001 

Staff  Travel  -  UNA™ 6241 0002 

Stsff  Provincial  Travel  -  62412000  (all  expenses) 

Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 


Catering  -  69600000 
Meals -62410000 
Mileage -6241 0000 
Ccurse  Registration  < 


9*L 


2L 


folate. 


Date 


Particulars  (Describe 
Purpose  of  Trip  &  Location) 


Ac  comm.  $ 


US 


Meals 


Course 
Registration 
&  Materials 


Transportation  $ 


(US  -»Mqoq  ) 


to -as 


y  °  tsoo 


^  M.oo 


Loo 


■3.00 


Id.  56 


Other 


ft- 


5/ 


Total  km 


Totals 


Fjate  as  outlined  in  Section  2  -  Travel  below  i 


Mileage  km 


EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meai  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  Individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kiiometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

*  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy, 

*  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kiiometer 
6    If  union  contract  rate  differs  from  $0,43  then  contract  rate  must  be  used. 

*  Includes  all  forms  of  transportation  costs,  Including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


Page  3  of 48 


1 
1 

onno 

ImHPTHPRM  DAPIf  Pi  Af* W/^ni  I MTPV 
WUKI  nCKN  rMKI\  DMUr\wUN  1  KY 

|excursion/camping 

\Per  Person 

|*  Daily 

19.80 

24.75 

24.75 

|*  Annua) 

123.80 

148.60 

148.60 

[Valid  in  any  national  park  or  national  park 
[reserve  in  Nunavut  and  the  Northwest 
i  Grniones  as  weii  as  in  ivvaviK  fyBiionai 
\Parkin  the  Yukon  Territory. 

(fishing 

\Per  Permit  . 

|*  Daily 

8.90 

9.90 

9.90 

|*  Annual 

29.70 

34.65 

34.65 

BUSINESS  LICENCES  (ANNUAL) 

Guiding 

*  Each  Guide 

7.90 

7.90 

7.90 

Outfitter 

*  Non-resident  Outfitter 

198/10 

198.10 

198.10 

!"'... 

BANFF  NATIONAL  PARK 


July  1, 
2006 

April  1 , 
2007 

1, 

2009 

[entry 

\Oaily 

|*  Adult  f 

8.90  / 

8.90 

9.90 

[^Senior  ^ 

7.65 

8.40 

|*  Youth 

4.45 

4.45 

4.95 

|*  Family/Group 

17.80 

17.80 

19.80 

|*  Commercial  Group,  per  person 

5.45 

6.40 

7-40  | 

8.40 

|*  School  Groups,  per  student 

3.95 

3.95 

3.95  j 

[CAMPING 

(One  Night 

1*  Tunnel  Mountain  —  Water,  sewer, 
[and  electrical 

32.65 

35.65 

38.60 

j*  Tunnel  Mountain  —  Un serviced 
with  washroom  building  having 
[toilets  and  showers 

23.75 

25.75 

27.70 

|*  Tunnel  Mountain  —  Electrical 

27.70 

29.70 

32.65 

J*  Two  Jack  Main  —  Unserviced  with 
[washroom  building  having  toilets 
Joniy 

18.80 

20.80 

21.75 

j*  Two  Jack  Lakeside  —  Unserviced 
jwith  washroom  building  having 
[toilets  and  showers 

23.75 

25.75 

27.70  ; 

i 

~] 

I 

http://canadagazette.gc.ca/partI/2006/20061 01 4/htftJ/Sippl  I  -e.html 
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YOUR  VEHICLE    hotel  Macdonald  ; 

Please  Dial  ®  691 8 

(allow  1 S  minutes  odwrae  raite  to  have  your  rahide  wailing)  | 


8  3991 

SEE  REVERSE 
FOR  CONDITIONS 


VEHiO£# 


Damage  area  indicated  by  X 
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APPLICANT  COPY 


1403  Gtfsof?  sr. 
Madison,  Wt  53715 
Telephone:  (608)255-8294 
Fax:  (603)258-7447 


TRANSPORTATION  SERVICES 

PASSENGER  W>  DELIVERY  M  CHARTER 
Dace: .  *t    ^      ^"  / 


Drivers 
From:  „ 


Amount: 

lb:  __ 


lllll 


1403  Gif son  St 
Madison.  Wf  53715 
Telephone:  (608)  255-8294 
Fax:  (608)  258-7447 


TRANSPORTATION  SERVICES 

J>ASSEMG£R  m  DELIVERY  ^  CHARTER 


Driver 
From:  _ 


Amount:. 
Taxi  No;, 

To:  


CHS  D-ine  County  Regional 
ANGORA  COFFEE 
{^08)243-9614 

Ticket  #13162 
2007-02-06 

13809  13  9  13162 

Cashi  er :  Mc  Di*rraest  V ,  Joan 
TRANS  #:  1316;V 

MUFFIN 
TOTAL 

Standard  5.5% 
Amount  Due 


Change 


7:12  AM 


1.50 
2.49 

3.99 
.22 
$4.21 

$5.01 
$.80 


CA  ONE  SERVICES  INC , 
Denver  International  Airport  * 
**  Coffee  Beanery  ** 

019  MGNICE  H 


r  o 


a  r> 


F  E  B  0  4 ; 0  7  9:05AM 


1  Hot  Tea 

1  Assort  Muffins 


il 

!  o  t  a  1  T.s  x 
Total  Paid, 
Cash  (PRT) 
Change  Owed 


!  .  00 

1  ,95 

3.60 
0.29 
3.89 
50.00 
46.11 


Thanks  for  eating  with  us. 
A  division  of  Compass  Group 


3  ±  *  *    *  *.  $  $  *  $  #  ±  3:  :$  *  *  *  *  * 

PROVIDING  CARE  AND  COMFORT 
TO  PEOPLE  AWAY  FROM  HOME 


IMA 
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APPLICANT  COPY 


•r»tJ'/  Best  Copy  Possible 


Cm 


519 


APPLICANT  COPY 


APPLICANT  COPY 


telus  ?mm  ^ 

GSI  IHC,  muc^j 
A7FF.B14  1.9:50  001  002 

*B14/!§  turn 
mm'  '  }M 

TOTAL  frii 

m  M^ 

mm  Bt.r  

itf  mm,  vmm 
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APPLICANT  COPY 


CITY  OF  EMftTOH 

l«  parkaie 

GST  B  119326270  Ml 


RcPttt  7010 

02/22/07  11203  LI  2  (II '40.  Ta*.  22147 
02/22/07  07532  Ifi  02/22/07  11503  Sit 
TktS  161314 

Regular  Rate  i  9.91 

Total  Tax     1  0.59 

Total  Fee    $  10.50 

CASH  PAID     $  10.50- 

Gash  Tender  $  2U 

Change  Due    $  10.50 


THANK  mi 
CM  AGAIN 
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APPLICANT  COPY 
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APPLICANT  COPY 


HENRY  BIRKS  &  SON 

'   SOUTHGATE  SHOPPIM 
CTR 
111 TH  ST,  &  51ST  AVE, 
#14 

EDMONTON,  AB  T8H  4M6 
780  435-4502 

DATE  02/18/2007  Time  3^21 

Reg  Session*  Cashier     Trahsf  Store 

2          901  090153       23481  8882 

SOLD  TO;  SALESPERSON  _ 

0000068200316  V,  0AWE  "090TS3" 
HENRY  BIRRS 

Ite«  0ty      Price  Amount 

420000988458  1        12.00       12  00 

FOUNTAIN  PEN  INK  BLACK  B 

SUBTOTAL  12.00 
GST  134981190  0.72 

TOTAL  12.72 

Visa  (12.72) 
Change  0,00 
Item:  Count :  1 


TYPE:  Purchase 
ACCT:, 


529 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #2 


Name:          At-uQuOiO  ^ftfcftflU 

Employee  Number: 

Union  Name: 

Position:   £Ly£jC_  V  OTo 

j  Department: 

Business  Phone:    H  On  -  5^ 

Period  From:  DlfigcH  i  /o"> 

to  fY\A(^c^ 

Wen 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

IIIWIU  M  CU 

~\W\600OCo!a 

b9bOOOOO 

GEL- 

'S 

□ 

n 

□ 

□ 

Less  Cash  Advance 

□ 

"B-_X_t 

Br 

The  information  on  this  form  Is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation 
will  be  used  to  process  your  claim. 


and 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  1  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Approved  By:     ,  jj     \  j 

Phone  # 

  s 

(Signature) 

Approved  By:  / 

(Print  name)  / 

Title: 

Phone # 

(Signature) 

Date  t 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  interna!  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  F!  10030  - 
1 07  Street,  Edmonton ,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH^^in  advance  authorized  by  a  COO  or  VP 


CH-0313  Februarv.  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 

•  Local  Travel  -  Staff  -  6241 0000 

•  Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Staff  Travel  -  U  NA  -  6241 0002 

ft  '  Staff  Provincial  Travel  -  62412000  (all  expenses) 

•  Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 

•  Catering  -  69600000 
ft   Meals  -62410000 

•  Mileage  -6241 0000 

o  Course  Registration  a  Materials  -  61030000 

Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 
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Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  iater  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  pm) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1, 2006,  reimbursement  at  the  general  rate  of  $043  per  km  for  the  first  15  000  kilometers  of 
approved  travel  in  a  fiscal  year  (Apri!  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective' agreement  specifies 
otherwise).  ^  K 
Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 T  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  tares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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Page  1  of  2 


APPLICANT  COPY 


Cbrregan,  Trudy 


From:     Gerry  Prystupa  [gerry.prystupa@oracle.corh] 
Sent:     Tuesday,  February  20,  2007  1 :55  PM 
To:        Merali,  Allaudin 
Subject:  FW:  Quick  Meeting 

Hi  Allaudin, 

HI  be  coming  by  at  7:45  a.m.  on  Friday  morning  with  your  5  bottles.  That  will  make  your  share  of  the  cost 
$630.55. 


 Original  Message™- 

From:  Corrigan,  Trudy  [mailto:Trudy.Cbrri^ 
Sent:  February  20,  2007  8:12  AM 
To:  gerry.prystupa@oracle.com 
Subject:  RE:  Quick  Meeting 

Would  Friday  morning  at  7:45  am  work? 


From:  Gerry  Prystupa  [mailto:gerry.prystupa@oracle.com] 
Sent:  Tuesday,  February  20,  2007  7:47  AM 
To:  Corrigan,  Trudy 
Subject:  Quick  Meeting 

Hi  Trudy, 

Please  advise  when  Allaudin  has  10  - 15  minutes  open  in  his  calendar  that  I  could  drop  off  a  package  off  to 
him.  He  requested  that  he  be  there  to  receive  it.  Ideally,  it  will  be  sometime: 

-Wednesday  anytime 

-Thursday  afternoon 

-Friday  morning,  before  9:00  a.m. 

If  not,  it  will  have  to  be  after  HIMSS. 

TTianks  very  much. 

Gerry  Prystupa 

Technology  Sales  Manager 
Oracle  Corporation 
Phone:  |7^)  S^7-4413 


Gerry 


I  look  forward  to  seeing  you  then. 


Thnx 
Trudy 
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APPLICANT  COPY 


Capital  Health 

EDMONTON  AREA 


Attachment  §  2 


Name: 


Travel  &  Employee  Expense  Claim  Form 

°n  °dnadian  °sWl  17(4)(g)(i) 


Employee  Number; 


Union  Name: 


Department: 


Business  Phone: 


|  Period  FromQ^xA  i/p  l  to  Qjb^J  ^O^g 


Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bai  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

~1  lUSOOOO&k 

-MO.oo 

CP 

30  ( 

n  1 1 1500000  (*> 

□ 

□ 

□ 

□ 

Less  Cash  Advance 
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I — 1 

1—1 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


ly  behalf  from  Capital  Health  or  other  o 


Date: 


I  hereby  certify  that  f  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


(Mint  name)    Y  (^^^IxJ ^9^jJ<tt 

J^tle:  GeO 

Phone  # 

(Signature)  / 

Date  ^fK^a 

Approved  By: 

(Print  name) 

Title: 

Phone*                 y - 

(Signature) 

Date  f 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  198)  in  advance  authorized  by  a  COO  or  VP 
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CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA  -  62410002 

Staff  Provincial  Travel  -  82412000  (all  expenses) 

Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 


Date 


Particulars  (Describe 
Purpose  of  Trip  &  Location) 


Accomm.  $ 


e  Catering  -  69600000 

•  Meals -62410000 

•  Mileage  -62410000 

•  Course  Registration  &  Materials  -  61030000 


Meals 


Course 
Registration 
&  Materials 


Transportation  $ 


Other 


Rate  as  outlined  in  Section  2  -  Travel  below  < 


Totals 


-"leu© 


Mileage  km 


EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  Is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  Information  on  either  the  names  «f  th*  ^d^us's  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting.  "~  "  '  * 

2.  Travel 

*  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15  000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective' agreement  specifies 
otherwise).  K 

Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy 

*  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer 

*  If  union  contract  rate  d 

*  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


RECEIPT  APtfl  fc  <2f&? 

From:  A^DGt  .  

t„.  A.RPnt-r  


i  


Driver: 


Amount:  _ 


Car#  


Thank  You  Have  a  Nice  Day 
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APPLICANT  COPY 


DETAGH  ms  PORTION  FOR  VALIDATION 


H  RECEIPT  OH' 
|P:  VALIDATION 

(jyjpERFAL  PARKING 
CANADA  CORPORATION 

10239 -107th  STREET  \ 
EDMONTON,  ALBERTA  420-T976 


imparl 


758144 


DC™  =  nr  r    ™S  FEE  G.ST.  REG.  #88731  5638  RT0001 

RECYCLEABLE  VJSIT  OUB  WEBSITE  AT  www.impark.com 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars)  s.17(l),  17(4)(g)(i) 


Attachment  #2 


Name:     AlU\u  Oi*->  fTle^U 

Employee  Number:                       Union  Name: 

Position:     £*£C.  O 

Department: 

Business  Phone: 

Period  From:    000^  l/oi        to     fY\  3^/o^ 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 

indudpri 

oto\ 

CjOOG 

HU5  oqooO  G 

0S.OO 
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^1  i  \  \SO0QO0  b 

[HE, SO 

dioi 

Rooo 

n  U  {S  60000  G 
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□ 

□ 

□ 

Less  Cash  Advance 

□ 

1  UUH 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date 


I  hereby  certify  that  I  have  reviewed  the*expenses  and  rate  at  which  mileage  is  being  claimed. 


\T€e:  C€o 

Phone  # 

(Signature)                           1                   /  1 

Date 

'  Title: 

Phone*  I 

{Signature)  i 

Date  ■ 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable, 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p,mu  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  *-  10th  Fl  1 0030  - 
107  Street  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  5§^in  advance  authorized  by  a  COO  or  VP 


CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 

•  Local  Travel  -  Staff  -  6241 0000 

•  Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Staff  Travel  -  UNA  -  6241 0002 

•  Staff  Provincial  Travel  ~  62412000  (all  expenses} 

•  Staff  Out  of  Province  Travel  -  62414000  (ail  expenses) 

•  Catering  -  69600000 

•  Meals  -62410000 

•  Mileage  -  6241 0000 

«  Course  Registration  &  materials  -  61G30000 

Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Accomm.  $ 

Meals 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

Mileage  km 

£jk^  !><a — - 

1 .  CKJ 

to-  0^ 

Y 

i\)G  -GO 

3S.O0 

tO- 

J 

Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

M6.SO  | 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meai  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  {not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0,50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


impaXt^  835324 


m  EMPEHIAL  PARKING 

CANADA  CORPORATION 
10239  -  107th  STREET 
EDM O I^TON ,  ALBERTA  420-1  #6" 

BEAD  CONDITIONS  CAREFULLY 

*  Vehicles  not  displayjlfj^Valid  Tlckerm 
dash  wii!  be  towed  or^tfarged  at  owner's 
expense.  Hp~*'-'  f- 

*  Vehicles  and  contents  feft  at  owner's  IN:  ftf\n1 
risk  •  Maximum  Daily:  Rate  charged  on  %Jk\J  H  ^  ?  y  y  / 
lost  tickets.  *Vehicjes  parked  ove£  24    r  M  ■   u  ° 

hours  will  be  subject  to  towing  and  storage 
fees  unless  attendant  is  notified.  a!we 
reserve  the  privilege  of  moving  vehicles  to 
other  section  of  lot.  *  Ticket  is  non- 
transferable, » No  fn  and  out  privileges. 


I 


CE  IT 


r 


V  0  3  2907 


LIC.  NO.: 


DETACH  T$S.  PORTK)^lrB^mpmnm  \ 
/VALIDATION 

IMPERIAL  PARKING 
CANADA  CGRPORATIOHM  A 

1ti239-  107th  STREET   t  m 
EDMONTQN,  ALBERTA  420-1976 

impark 

&  83.532T 

\-3<y  THIS  FEE  iNCLUDES  G.S.T.  REG.  #88731  5638  RT0001 
RECYCLEABLE  VlSFT  QUR  WEBSITE  AT  www.impark.com 


AMOUNT: 


APPLICANT  COPY 


j$B  Impark-,. 

C&ffiBft  QORPpM?ia<<sh 
£8)239  ^  ip7tK,OTE:  E  i  \\ 
EDMpNTUN,  ALBERTA  420-197% 

READ  COLONS  CAREFULLY 

*  Vehicles  ftc>t  display^  to  lid  Ticket  on 
dash  will  flowed  or  f^|^  a^vn^'s 

•  Vehicles  and  contents  left  at  owner's 
risk»  Maximum  Daily  Rate  charged  on 
fost  tickets.  ^^iclfis_parked  over  24 
hours  will  b^c^00t( 
fees  unless  attendant  is 
reserve  the  privilege  of  moving  vehicles  to 
other  section  of  lot.  ■  Ticket  is  non- 
transferable. •  No  In  and  out  privileges. 


\ *  SI !  ■■" i 

f,'i    Li  I 

DETACH-THJB  PORTION  FOR  VALIDATION 
mmt    validation  «jm 

Q^l^-     IMPERIAL  PARKING 
m        CANADA  CORPORATION 

v  *™  *  v  <J  0a3ffi-.f1  m\  street 

tin  park 

835420. 

THIS  FEE  INCLUDES  G.S.T. ~REG>#a@731  563fi  RT0001 
VISIT  OUR  WEBSITE  AT  www.fmpark.com 


|  AMOUNT: 
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APPLICANT  COPY 


mm  PLACE  PfiRKADE 
OPERATED  FY  IHPERIft  PARKING 
FOR  THE  CITY  OF  EDMONTON 


Rcpt«  5&32B 

05/»/Sm:33  Txn^l34767 

05/05/07  13:35  In  »!07  14:33  Gilt 

Regular  Rate  $  0.94 

Total  Tax     $  0.% 

Total  Fee     $  1.00 

CASH  PfilB     I  1.00- 

Cesfi  Tender  $  1.00 

Charge  Due    $  0.00 


IE  MCI&Tt  YOUR  BUBBEBB 
CUE 


550 


APPLICANT  COPY 


FARE  #l 


CAB  N0.:_ 


DRIVER'S  NAME:. 


FROM:^ 


TD:. 


DATE:  

_  AMOUNT  $:_J^ 


111 

■:(3E 


NOTE:  AMOUNT  SHOWN  ABOVE  INCLUDES  G.S.T. 


Driver  is  an  Independent  Contractor,  any  G.S.T  input  Credit  nuy  be 
claimed  as  "NOTIONAL"  or  applied  to  DRIVER'S  Registration 
Number,  not  GO-OP  CABS, 


Driv&r^  G.S.T  #  (if  applicable) 


55T 


APPLICANT  COPY 


APPLICANT  COPY 


Royal  Bank  Of  Canada 
11010  23RD  AVE  NW 
EDMONTON,  AB 
T6J  7J7 


Transaction  Record 


Transit:  04089  . 
Date  :  15  Hay  2007 
Time  ;  13:39:13 


Reference  #  :  9071354555388004089 
Client  Card  #  :  451901*********5 


Items  Received 

Cheque  100.00  CAD 

Products  Purchased 

Money  Order  100.00  CAD 


Thank  you  for  choosing  RBC  Royal  Bank. 
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APPLICANT  COPY 


earls 

GREAT  FOOD  GREAT  PEOPLE 

Thank  You  For  Joining  lis  At 
Earls  On  Campus 
8629-112  Street 
Ednsnton,  Alberta 
T6G-1K8 

Date;  15Hay'07  08:00PM 

Card  Type:  M/G 
Acct  #;  XXXXXXXXXXXX3878 
Exp  Date:  11/07 
Auth  Code:  005962 
Check:  4277 
Table:  22/1 
Server:       32  TERRI 
Ref  Number :  001179280844 
ALLAUDIN  HERALI 

Subtotal:  73.14 


Total: 


I  agree  to  pay  above  totaT  - 
according:  to  my  card  issuer 
agreement . 

lj*      ilr  »l— '    "  ^ 
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APPLICANT  COPY 


mmnm  li  2  m  «.  imm* 
mmmmn  in  05/17/07  m?i 

teyfiisf  tets  I  11,1 
iQtai  Pes     i  i^fii! 

Ctongs  Due    $  g^n 


GCHE  AfiRTM 


555 


Ma* 


APPLICANT  COPY 


3  t3  I  your  parking  authority 

O  I 
m 

1^ 


m 


2 3  332752 


c 
o 
m 

(a 

a 


CD  * 


iQ 

^  Sffl  FACEUP 


s  -g  ON  DASH 

1™^  #w  WARNING  -  YOUR  RISK 
2        V*  SEE  BACK  ■ 


556 


* 


557 


|§gp 


IS  I 


PS  1 


^he  real  Canadian  Superstore 
Stands/Exchanges  wi  11  be  considered 
within  14  days  with  valid  receipt 
-Your  cashier  is  MARSHA 

SDLS  -WATERMELON  5  op 

\460  kg  S  $12.80/kg 

SCALE  5.89 


[ig:;  SURAJ:  CINNAMON  Non-Responsi  ye^g 

-  •  ^^iGfe'HiSE^  .  2  77 

ll  2.88 
IGSv     -  3,98 

MSB  w  li  «§ii  : 


p||§j 

-»'  -|'  .r  .n  J 

,,tK,  ^  -  gNon-Rcspons.vc  -  - 

MBS  -VAi.K  3.47;'. 


!     ■'■  *  kg  5  |6;5S/kg 
!  8»  GRANGE  SWT  PEPPR 
-TROPiCANA  Oj  "  t- 
■:  RECYCLING 
DEPOSIT 

3LB  YELLW  ONIONS 
BBQ  MARINADE 
MEDJOQL  DATES 
0.4SO  kg  J  fIB.SO/kg 
SPICY  CASHEW 
MANGO  DRINK 
RECYCLING 
DEPOSIT 

0,300  kg  1  Haifci 
CASHEWS  UNST 
CHICK  BRllfil 

0.840  kfl.'S 
0RN  MI 

4 1  j|§f 
L.i'EM""" 

3 ! : 


SCALE 


SCALE 


s.96 

:  2.55V: 
8.97 
0.01, 
0.20 
1 .38 
3.19 
9.85 

7.56  F 

■1.59-  Fr 


"'©I! 


)PY 


CfiNflDH  SflFEilfty 
*R)  -19347672 


,17(1),  17(4)(g)(i) 

) 


ut'i  i.'dmk  fl|DMIJ  cc  s.: 


Say  .25 


'■260  ks  m 
ur     10  k*  NET  p  f2i,5  . 

****    Trty  1  £ 

account  N(JM,,  „ 

8  06  0008  sol? 


■'  T  .59 

5  21 

6  .  99 

.37 


7560 


[jjjS^  jd  Saving* 


-  4810  76  AVE  T6B6A3 
EDM0HT0N  » 
22661 470 



S/wtt  Ml  WW  Vt 
Hame: 

Trace  #  15MM 

FS2266tHflM 


p.Auth  Purchase 
Tip 

TO  • 


$71.50 


.custoier  copy 


'SABZI  HAND! 
9254  34  A  AUE  N  W 
EDMONTON  AB  T6E  5P2 

CARD  HHHHHHHHHMMH5997 

S 

ACCOUNT  TVPE  UISA 

TERM i NAL  IDs 

Q099250000B00629591 298 

INUOICEtt  009652 

SftUE 

AMOUNT  *52.43 


DATE  2007/05/20 
TIME  13s35i33 

Customer  copv 

SEQffi  021 
AA  APPROVED 
AUTHtt  059551 
APPROVAL 


I  AGREE  TO  PAV  ABOVE 
TOTAL  TO  CARD  ISSUERS  AS 
PE(§@@REEMENT 


APPLICANT  COPY 


Parkiny"'At'CnM6rcB 
Pises  Panms 

/  1.5  46  S32d851 

80(34  5  7  6  3721 

RATE  -6 ' 

TOTAL  3^0 

Cash 

GOT  #89772765^1 
i-'f-v   a  Hies  Bay 


560 


APPLICANT  COPY 


APPLICANT  COPY 


mt 

"525-5191" 


Association 
Cooperative 

278  voitures 
Courrier/  Livraison 
Gros  et  petits  coiis 
Commission 

Survoltage,  DeverrouiUage       496r  2E  Avenue,  Quebec 


COOP 


ss;H|i 


Date. 


Montant 


3  <>  oo 


CHAUFFEUR  N° 


S'  1 2 


SERVICE  24HEURES 


562 


APPLICANT  COPY 


563 


APPLICANT  COPY 


APPLICANT  COPY 
South 


AM  A  Registries  -  Edmonton 

PO  BOX  8180  Station  South     Edmonton,  AB  T6H  5X9 
PHONE:  (780)430-5458       FAX  :  (780)430-5423 
E-MAIL  Address:  registries@ama.ab.ca 
Web  Site  Address:  www.  ama.ab.ca 


Receipt 


Receipt  Date: 

Reference: 
Counter  Clerk: 


Dec  08,  2006 


92400005705 


ar!6Q7 


Client  Wame:] 
Member  Number:] 
Service  Details:! 


MERAU, 


s.!7(R  17(4)(g)(i) 


8.17(1),  17(4)(g)(i) 


Ordered  By: 


In  Person 


Qty 


Service  Desc 


Charge 


GST 
(Included) 


1 

V-RENEWPlRenewal  of  Vehicle  Registration:  FAA391  ;  Reg  #: 

$131,54 

$0:54 

s.17(1),  17(4)(g)(i)    Total  Services  Performed: 


$131.54 


Paid  By: 


Visa  Card 


$131 .54 


Amount  Paid: 


$131.54 


Change: 


$0.00 


G.S.T.  NO.  -  Rl 001 13091 


Total  GST  Charged  on  Services 


SO.  54 


Centre  Hours  of  Operation: 
Monday-Friday:  9:00  am.-  5:30  pm. 
Saturday:  9:00  am.  -  5:00  pm. 
If  you  are  planning  a  wedding,  you  can  get  your  marriage  licence  and  certificate  at  AMA.  For  information 
on  our  wide  variety  of  registry  services,  for  online  vehicle  registration  renewals,  fine  payments,  and  vehicle 

history  reports  visit  us  online,  at  www.ama.ab.ca    ■  


ftBERTA  MOTOR  ftSS0C.CTB#52 
PO  BOX  9180  STATION  SOUTH 
EDMONTON  RB 

CARD  NUMBER  k****»******5997 

CAW)  sm  ^'3M  JIJU 

DATE/TIME  2006/12/08      12; 34:57 

CLERK  NUMBER  172 

RECEIPT  NUMBER  4919974T  0013230180  S 

PURCHflSE  

TOTAL  AMOUNT  $131.54 


01  APPROVED  -  027  AUTH,  «  037321 

THANK  YOU 


CARDHOLDER  COPY 


565 


£r  Capital 
m  Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name:  ^U^&us3^     (XxkfLfr^  i 

Employee  Number: 

Union  Name: 

Position;    V~isO  Ar*C  UL,      (\q  ^  ^ 

Department: 

Business  Phone:  Mrtr^  *~3  >o 

Period  From:  Jq>Xto  3ZZL^  y 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  bv 


Bat  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
bo  J J 

V  if  GST 
included 

booo 

1  t  OSdOOOO  io 

s.oo 

bce>c> 

36.  oo 

□ 

Dos 

booo 

~\  \\\6  AOOQOls 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

1 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behajf  from  qapjtai  Health  or  other  organization. 


Employee  Signature: 


aehatf  from  ^pjtai  Health  or 


(S'«<so 


Title:  (^£0 

Phone  # 

(Signature)     f^^y^M                     J  J 
 \  /  ^X^S^<L^f  A  £&*uJ 

Approved  ByT/^  / 
(Print  name)  / 

Title: 

Phone #        0  i 

(Signature) 

Date 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre  North  Tower  -  10th  Fl  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 


H-0313  November  2005 


566 


ExAf^kkfiIAiN"B^jQi5Y 


Date 


Particulars 


"1 


Accomm,  $ 


Meal$ 


DO 


Registration  $ 


Transportation  $       Other  $ 


km 


Total  km 


@ 


$0.38 

(except  where 
collective 
agreement 
specifies 

 otherwise) 


EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $6,00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  taterthan  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*      Use  of  personal  automobile  -  From  June  1,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy,  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used 
Includes  all  forms  of  transportation  coslsT  including  taxis  and  buses  for  locai  travel. 
Driving  to  and  frgrn  work  is  not  considered  business  travel  and  cannot  be  claimed, 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


—wo  U/  8:29GST  2 


J  2.50 

1  TEA  2.50 

,dX    o  30 

Payment    s'g0 

9501/Micros  Canadia 

Change  Due  ...  4j0 

■  dm— 
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APPLICANT  COPY 


TELUS  PARKADE 

GST  INC.  RS122388333 

O7JUN01  13:08  001  001 
07JUH01  07126 

/  5142  1172430 
RATE  1  520.00 
TOTAL  *20.00 
CASH  ^0.00 

IflPERUL  WHS 
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APPI  I  OA  NT  COPY 


June  14,  2007 

Thursday 


JMne  2007 
S  M  T  VV  T  F  3 
1  2 

3  4  5  6  7  8  9 
101112131415 16 
171819  20  2122  23 
24  25  26  27  28  2930 


July  2007 

S  M  T  W  T  F  3 

1  2  3  4  5  6  7 
8  91011121314 
1516171819  20  21 
22  23  2425  26  27  28 
293031 


am 


JNon-Kesponsive 


Non-Responsive 


8 


00 


,00 


10 00 


12 


pm 


00 


,00 


oo 


00 


00 


OOItravel 


|6:30pm-9:00pm  6:30-8:30  pm  Reception  for  Michael  Gotschlich,  Bavaria, Economic  Dev 


TaskPad 


D  0  TaskPad 


oh 

a 

81 

n 

a: 

a 

o. 

n 

D 

b3 

a 

0' 

13 

13 

& 

Q 

a 

a 
a 

o 

D 

n 

S8 

a 

n 

n 

Non-Responsive 


Notes 


Merafi,  AUaudin 


5>0 


6/20/2007  10:33  AM 


APPLICANT  COPY 


Obrrigan,  Trudy 


From:  Phillips,  Laura 

Sent:  Thursday,  May  22,  2008  1 1 :42  AM 

To:  Corrigan,  Trudy 

Subject:  RE:  More  Travel  -  Exchange  Needed 


Trudy; 

I  have  added  the  exchange  conversion  in  red  to  your  email  below. 
Thanks  Laura 


From:  Corrigan,  Trudy 

Sent:  Thursday,  May  22,  2008  11:28  AM 

To:  Phillips,  Laura 

Subject:  RE:  More  Travel  -  Exchange  Needed 

Sorry  this  should  be  July/07  and  Aug/07 
Trudy 


From:  Corrigan,  Trudy 

Sent:  Thursday,  May  22,  2008  1 1 : 26  AM 

To:  Phillips,  Laura 

Subject:  More  Travel  -  Exchange  Needed 


July/08 

Pakistan  -  currency??  13,271  13,271  Pakistan  Rupee  =  230.197  Canadian  Dollar 
Kenya  -  currency??  1 1 ,950  1 1,950  Kenyan  Shilling  =  188.207  Canadian  Dollar 

US  -  $50  (June  27)  50  US  Dollar  =  53.52400  Canadian  Dollar 
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APPLICANT  COPY 
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APPLICANT  COPY 


P.O.  3ox  52634-00200 
Tel:  225123/316611/ 

230771/2/824248 
Fax:  ; 


^:  316640 

^maii:kenatco@todays.co.ke 


Date;^ 


Mombasa 

P.O.  BOX  88988 
Tei:  227503 
254-041-221119: 


iVL 


CAR  No. 

Particulars 

Kms. 

Cts. 

•I.I 

/ 

-LJ 

...  (0,<^m(,: 

total] 

Driver's  Name     .  Signature 
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APPLICANT  COPY 


_\  ^ 


. ,   4  . 


V 


mmtm  n§Q6242 

EMMmiQjmmiMmm  , 


m.  box 

Tel:  2-25123/316811/ 

23077 1/2/824248 
Fax:  31 
E 


Rd,  Box  98988 
Tei:227503 
Tef/Fax:  254-041-221119 


Date:: 


^-9-  (96-0  7 


1  CMWo. 

Particulars 

Kms. 

Gts. 

7 

-fe^jaoJ                         <&^^-  TOTAL 
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APPLICANT  COPY 


S 
§ 

§ 
§ 

S 

5. 


r-;-.  '■ '=      ...  ;.;SEPtn^e.eF i<fewA;-      ....  :J":'\ *. 

''-'i  DEPAMIMENt'  OF  lMMIGliltON  ;V'v:';r ..... 

■    Visa  Receipt.  • 

.  dr;  ::::  ::^ew6Ji         '  :  ^  ;J  4,  ... _ 

...Received  from.  ......  V-..v  <  ■  .  ...^  — •  -  -  .  •  -\  •  -;   ,f  .  ■ 

Address  ■  ,™4*.-~»-  *  ■  -  —  ;™-.~-    > ..  •:»'"-«"""-----—--^"' . 

The  sum'  oitllS,  Dollars  Fifty -B^-'^    . bT'^quiv^ent  U.K:  ^oimrfs  .  '  -"  ■ 

or  'equivalent  Euros  ^         □  '*':;;:;:'v""--  ^fl'fequiva^ent  Swiss     sacs .  .,I_T  .- 

■UK*   £  □  ";-        '   '-'"  ■■■^  Credit:-  Revepii^lEi0B|gi,aiioii'F€e$  _ 

:    _  ;  /  ,         ■ ;:  -  -      |.:        Immigration  Officer  - 
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Best  Copy  Possible 

BAR  B  O  *  ■ 

I  I  A  ?  :   .    i  f 
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i  i?.-.-V.K  Vv.ii,  R.u 
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=====  Capital 
~  =1?  Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name:  (\l_^AuO  H\e£^U 

Employee  Number: 

Union  Name: 

Position:  Ffo£wo££  *i  f\o  ry\itJ 

Department: 

Business  Phone:  ^40^  "2>  b  _> 

Period  FromlW6-  \  to  PW^r  Sv  /o/ 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  bv 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
!  Currency 

Rate 

Canadian  $ 
(including 
'  GST) 

✓  if  GST 
included 

510  i 

qooo 

Qooo 

□ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


1  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 

Employee  Signature:       t£    W&^>**                                 Date:,  JQv  „     ^A)6  ~ 

Enamel          S^BS^UJ.  OeAt^feeAO 

_™e:  CeO 

Phone  # 

(Signature)     C^M  j.s£JjAJ 

Approved  ByT/ 
(Print  name)  / 

Title: 

Phone  #  / 

(Signature) 

Date 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fi  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 
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!  Date 

 f— 

1  , 

Particulars 

-■■■/^  .,  

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other? 

Mileage 
km 

0  t 

~rx — " — 

 -f  

0 

( 

7^r — — f — 

— f9 — n;  

■ 

it 

Total  km 

@ 

$0.38 

{except  where 
collective 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Hearth  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  S260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy,  if  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


telus  mmm 

m  INC,  M12238B333 

mum  im  001  m 

mmm  1010? 

/  3:39  1178369 

RATE  I  -116.00. 

TOTAL       '  -II L  .30 

■CASH  $16.00' 

wmm  m 

IHPERIAL  PARKING 


579 


LO 

jj 

; 

QJ 

c 

S3 

t! 

;! 

) 

j| 

J; 

C0 

— 1 

ir 

jj 

j; 

4^ 

ij 

O  ' 

0) 

Hi 

ii 

(] 

-3 

;} 

<^ 

r£ 

jj 

jJ: 

cd 

Qj 

Q 

 L 

— j 

j; 

if 

ro 

j- 

■v^ 

ij 

iji 

— i-j 

(l 

CO 

ji 

GT 

\[ 

•\ 

Qj 

^5 

ro 

jj 

w 

O 

ii 

ro 

LO 

Q_ 

O 

CU 

ZJ 

J; 
[: 

£D 

c 

-5 

d' 

a 

O 

*  CO 
J—!  C  Z7 


f  WPL|Cg\NT)feOgY 


is: 

3: 

m 

1- 

j 

fi  O 

ZD 

TV 

ij  rn 

in 

cu 

1/3 

Ui 

it 

ZJ 

— h 

Ii  *s= 

□ 

7T 

QJ 

[i  " 

m  zr  \d 

1    ~J  ss  ^ 

3  <c  n        H  cx> 

#  z  ~i  *-        *  ro. 

*  ai  —  ii  o  '  cd^ 
i —  — 1        !s   o       ~>  nj 

^  f?  -vi  rn  ~j 

OJ  CJl          if  X    LH  ^~ 

 1  is       zr  cr  < 

zr  en       is       -  ai  d 

"1  CJ\   CD       \:  [J    J  I — 

ZJ  f;        -+  La 

sz  cu    ii  o 

i — r  G?  CO  C     SI  C     !l  C  O 

;  —  o   ~  ~~s   <i  c*a  ~f   ii       □  "  ^ 

□  w  -n  ai   i<  vo  a>    f  <  cn 

"TJ             Qi    Z)    U    -P-  ZJ     is         o  ru 

Ul-  *+■   ji   O  ii         5   3  a* 

qj                    r-  05  i;       _j  -1-  c 

1    CO  CO  in            1  ~ *  t-  u    ^  ^ 

a-  gj'       !j  go.  if  1  ^       i  P  |;  ^ 

r-        fi  O 
I!         is  - 
n  ai 


t  0 

[  zo 

p 

~j 

i 

i  cr 

re 

z> 

* 

in 

— i  ! 

!  -H- 

p 

CO 

i  0 

O 

— t- 

! — 1 

z^ 

!  tn 

GJ 

*" 

tc 

■<z 

t 

1  r^- 

**^" 

O 

CD 
I — J 

"J 

ZJ 

0 

! 

i  zz 

GJ 

O 

ry 

no  \ 

! 

1  3 

n 

on 

1  O 

CD 

iZ 

t~i 

i  v^Q 

\  Pj 

ro 

1  CD 

CO 

CO 

m 

1 

i 

— * 

4  322 

to 

1 
I 

ii 
1! 

it 

CO 

\\ 

i\ 

i'< 

^  « 

x  * 

c> 

00  o 
X  CI 

o  co 

XlH 

Q 
m 

CD  ^ 
-  S3 

uno 


i-*H^d  I 
con  ttf 


o  I 

to 

X 


I 


C. 


ir  ^ 
lj    ^  c: 

to  ^  OJ 

O  -J t:n 

to  *t 


DC 

o 
□a 

w 


r-o 


APPLICANT  COPY 


— 1 3D  Ol  CO  CO  — H  J 

O  OJ       i-t  i-*-  fD  1 

>(D  CO  O  OS  I 

I-  1-^  CO  DO  CO—  f 

\  ^  Z!  I 


?  CO 


i  I 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


4ime:  ff\e£^\ 

Employee  Number: 

Union  Name: 

Position:    £t£c.  MP^CPg 

Department: 

Business  Phone: 

Period  FromSefT  \  to  5£pT  3D 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

EB- 

Er 

qooo  ; 

65(3.56; 

o- 

Qqg& 

~1  it  iSQooop U 

□ 

□ 

Less  Cash  Advance 

□ 

total 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf/rom  Capital  Health  or  other  organization. 


Employee  Signature: 


halfjrom  Capital  Health  or  oi 


Date: 


Title:  Q^SJO 

Phone  # 

(Signature) 

0..,..  ....£.£.  C  &fJ.  ..    si     .  ....    ....  O 

Date 

^pravedB^^^^J 
(Print nahiep^  ] ^^^W 

^Phone  # 

(Signature)  j jj 

Date 

NOTE:  / 

♦     Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  hot  supported  by  Original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval, 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  ail  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 

through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.t  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Viqe  President. 
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Date 

— ~ — _  

Particulars 

-  ^-  ±  —   

Accomm.  $ 

Meal$ 

Registrations 

Transportation  $ 

Other$ 

Mileage 
km 

3,oo 

— 

 '  ^ ■  ■      ■■  ■  ■-:  — 

—  -f— 

) 

y.  ' 

a  - 

Total  km 

@ 

$0,38 

(except  where 
collective 
ag  resident 
specifies 

otherwise) 

EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

B  reakfast       $8.00  (if  the  departu  retime  is  earlier  or  the  return  time  is  later  than  7:00  am.) 

Lunch  $10,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  m  ust  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting 

2.  Travel 

Use  of  personai  automobile  -  From  June  1  f  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  i  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capita!  Health  Policy.  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500, 
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APPLICANT  COPY 


Capital  H*aUi\  Lihi.-i  ity 
Retail  rood  Service 


i  ao 


Host:  North 
180 


Area:  Trend?  Express 

Tazo  Tea  12  oz 
Muffin;  (B.B. ) 

■II : terns  2    Sub  Total 
Tax 

Order  Total 
Cash 

University  of  Alberta  Hospital 
GST#  RT0816168& 


09/03/200"/ 
11:07  AH 
120160 


1 .65 
1.50 

3.15 
0.19 

3.34 

5.00 
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APPLICANT  COPY 


APPLICANT  COPY 


city  of  msxm 

GST  8  115326270  RI0O01 


kp®  ma.  \ 

WWm  21:28  If  2  AS  35  Txril.14121  ! 
09/17/07  i8s42  In   09/17/0? 21*28 Out  j 

Tktfi  212095.  ! 

Resular  fete  i  2.83 

Total  Tax     I:  0.17  i 

Total  Fee     $  3.00  !  

GASH  Pftli>     *  3.60-  ! 

Cash  Tender  $  5.00 

Change  Due    $  2.00  i 


CQI€  AGAIN 
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APPLICANT  COPY 


»n*3    7^20  1115  Si, 


8003 
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APPLICANT  COPY 


September  20,  2007 

Thursday 


i  am 


8 


00 


00 


10 


00 


11 


00 


12 


pm 


00 


,  00 


00 


00 


00 


6 


00 


September  2007 
S  M  T  W  T   F  S 
1 

2  3  4  5  6  7  8 
9  10  11 12 13  14  15 
16  17 18 19  20  21 22 
23  24  25  26  27  28  29 
30 


October  2007 

S  M  T  W  T  F  S 

1  2  3  4  5  6 
7  8  910111213 
1415 16 17 18 19  20 
21  22  23  24  25  26  27 
28  293031 


JNon-Kesponsive 


n 


r 


travel 


3 


Non-Responsive 


TaskPad 


0 

0 

r 

C: 

•IS 

0 

.2 

c 

q 

-J 

3 

0 

B 

£3 

-Li 

O 

a 

2$ 

n 

id 

IS 

2 

£3 

Non-Responsive 


Merali,  Allaudin 


20 

592 


10/7/2007  8:36  AM 


APPLICANT  COPY 


18:08  In  09/25/07  ^1718":  | 

Bti  276878  n  „  ! 

Regular  Me  $  *J» 

Total  Tax  %  04? 

Total  Fee  $  ^ 

CASH  PftlB  $ 

Cssh  Tender  t  5.«u 

nttange  Due  S  ^< 


THfWK  Mi 
GOWE  AGftlH 


\  
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take  note... 


APPLICANT  COPY 


t 

A  Mauri  M* 
Item 

16460 
MGNYBS A^C 
LtSKAfi)  PrNf- 

Quantity 

Gross 

Discount 


Subtotal 

Net  Sd^ 

 Paul  by- 

Visa 


Best  Copy  Possible 


Ui  pi©  W 


Merchant «  is,^:      <K,M*ii  mhm 

U  (jayS  i'j:   BXi-iii.  8d  !  1  f,l!l-- 

Ihanks  for  shopping  at  Prerier  ^-ri': 
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...at  the  institute 


Transactions  from  August  16  to 


Your  payments 


Trans  Port 
date  date 

Sep  06        Sep  07 


Description 

PAYMENT  THANK  YOU/PAIEMENT  MERCI 


Amount($) 


Total  payments 

Your  new  charges  and  credits 

Trans  Post    S.17(l),  17(4)(e.l) 

date  date  Description 

Card  number 

Aug  23       Aug  27 


HJMSS  ^  3126644467  IL 
640.00  USD  @  1.079953125** 


m4 


Spend  Categories 

§  Foreign  Currency  Transactions 


Aug  26  Aug 


s.17(1),  17(4)(g)(i) 

Amount(S) 

(3* 


Aug  28 

Aug 

Aug  29 

Aug 

Sep  01 

Sep; 

Sep  01 

Sep| 

Sep  03 

Sep 

Sep  04 

Sep  - 

Sep  07 

Sep 

Sep  11 

Sep  ; 

Total  for  4500  6 

Card  number! 

Aug  16 

Aug 

Aug  22 

Aug; 

Aug  23 

Aug; 

Aug  23 

Aug 

Aug  24 

Aug  21 

Aug  27 

Aug  3G 

Aug  28 

Aug  3d 

Aug  28 

Aug  3G 

Aug  29 

Aug  3C 

Aug  29 

Aug  31 

Aug  30 

Sep  04 

How  we  charge  interest:  a)  On  pj 

residents,  no  interest  is  charged  on  a  Nev  rr  a  

statement  if  we  receive  payment  for  your  full  Balance  by  the  payment  due 
date  and  we  have  received  payment  for  the  fuff  Balance  shown  on  your 
previous  monthly  statement  by  the  payment  due  date.  For  Quebec 
residents,  no  interest  is  charged  on  a  New  Purchase  appearing  on  this 
statement  if  we  receive  payment  for  your  full  Balance  on  this  statement  by 
the  payment  due  date.  Regardless  of  residency,  if  interest  is  charged  on  a 
New  Purchase,  it  will  be  charged  from  the  transaction  date  until  we  receive 
a  payment  which  coveis  the  New  Purchase. 

b}  On  Cash  Advances,  Convenience  Cheques  and  Balance  Transfers: 
Interest  is  charged  on  Cash  Advances  beginning  on  the  day  they  are  taken. 
For  Balance  Transfers  and  Convenience  Cheques,  interest  is  charged 
beginning  on  the  day  these  are  posted  to  your  Visa  Account,  We  stop 
charging  interest  on  Cash  Advances,  Balance  Transfers  and  Convenience 
Cheques  on  the  day  we  receive  a  payment  which  covers  the  amount  of  the 
transaction  in  question  in  accordance  with  the  Cardholder  Agreement. 


 me  same  conversion  rate  CIBC  is  required 

...  k-/  dfi  administration  fee  of  2 .5%  of  the  converted  amount.  This  fee  applies  to 
both  credits  and  debits 

For  mare  infoimation,  please  refer  to  the  CI  EC  Ute  Cardholder  Agreement 

*  Wsa  IntvCiBC  and  Aeropian  tP,  lie  users 
™  T  rede-ma^  of  GBC 

®  Aerogokl  and  Aero  plan  are  registered  trade -marb  of  Aeroplan  LP  a  EC  is  an 
authorized  licensee  of  the  marks 
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APPI  ICANT  COPY 


September  04,  2007 

Tuesday 


■  am 


i 


11 


oa 


12 


pm 


00 


m 


00 


oe 


00 


00 


September  2007 

5  H  j|  f  F  5 

■  t 

2  3  4  5  6  7  8 
91011 12131415 
16 17  18 19  20  21 22 
23  24252627  2829 
30 


OGtober2007 

S  M  T  W  T  P  S 

1  2  »  45  6 
7  8  910111213 
141516171819  20 
2122  23242526  27 
28293031 


Non-Responsive 


Non-Responsive 


5:30  travel 


6:00pm-8:00pm  6:00  Dinner  with  Tony  Balasubramanian  PwC,  Donna  S.  &  George 
(reservation  made  at  Normancfs) 


TaskPad 


0  Ef  TasfcPad " 


3 

o 

if 

0 

£3 

0 

■D 

O 

O 

sit 

O 

D 

;2 

P 

a 

o 

o 

0 

12 

D 

O 

Non-Responsive 


Notes 


Merali,  AEIaudin 


5*>6 


10/7/2007  8:36  AM 


APPLICANT  COPY 


September  17,  2007 


Monday 


i  am 


8 


00 


10 


00 


11 


00 


11 


pm 


00 


BO 


4 


00 


00 


6 


September  2007 
5  M  T  W  f  F  S 

.  ...  .v..-.:,::  - ■  ,  ■■    ■  ■  .■  ^ 

2  3  4  5  6  7  8 
9101112 1314  15 
16171819202122 
23  24  25  26  27  28  29 
30 


October  2007 

S  M  T  W  T  F  S 

1  2  3  4  5  6 
7  8  ^10111213 
14151617181920 
212223242526  27 
28293031 


Non -Responsive 


Non-Responsive 


travel 


6:30pm-8:00pm  Dinner  with  Simulation  Expert  Advisory  Panel  (Donna  T)  at  Sorrentino' 


TaskPao! 


D  0  TaskPad 


i 


JNon-Kesponsive 


Notes 


Merali,  Allaudin 
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10/7/2007  8:36  AM 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Name:     A  LL  A\x0l*->  fftfc^kA 

Employee  Number: 

Union  Name: 

Position:      %L.X€C-  MP*  CFO 

Department: 

Business  Phone: 

Period  From: Ctfca  to  Od3i/^ 

Expenses  Paid  (piease  attach  receipts).  Do  not  include  amounts  paid  by  Capita!  Health  or  reimbursed  /  reimbursable  by 
-  ~  ~  '-'^ '  "  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

ww  1  ; 

✓  if  GST 
included 

Sol 

Rood 

n  \  usooood£> 

ET' 

qooo 

Qcoo 

n  i  u  5  00  000  y 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


behalf  from  Capital  Health 


Employee  Signature: 


Date:  ^J=-et*~ 


Title:  CeO 

Phone* 

(Signature)                         ,                   J  \ 

Date 

-vEhone  # 

(Signature)  V 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  wilt  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 


H-0313  November  2005 


598 


Particulars 


Accotnm.  $ 


MeaT$ 


Registration  $ 


Transportation  $ 


Other  $ 


Mileage 
km 


3AS 


k.ff> 


-b.  Ax. 


3 


3-oo- 


IbM.OO 


Total  km 


@ 


$0.38 

(except  where 
collective 
agreement 
specifies 

otherwise) 


EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Hearth  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (If  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1 ,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy.  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


(78©)  489-7777  : 

10135-31  Avenue  ; 
Edmonton,  Alberta  T6N  K2 

GST# 1 00403070  ■ 

Date:  Amount:  „ 

Driver:  Z   Car#:_ 


mil 


600 


HOTEL  MACDONAID 


PLEASE  PRESENT  THIS  TICKET 
TtO  CLAIM  YOUR: VEHICLE 


2990 

RELEASE  AND  LEGAL  WAIVER 

THIS  DOCUMENT  WILL  AFFECT  YOUR  LEGAL 

RIGHTS.  PLEASE  READ  CAREFULLY. 
The  Guest  by  accepting  this  receipt  agrees  that  their 
vehicle  is  driven  and  stored  subject  to  the  conditions 
printed  belowi 

THE  FAIRMONT  HOTEL  MACDONALD  shall  001 
be  responsible  for  the  loss  or  damage  to  the  vehicle,  its 
appurtenance^  or  any  articles  which  may  be  in  or  ahqut 
the  vehicle,  while  parked  or  whiie  being  driven,  by  an 
employee  or  agent  of  THE  FAIRMONT  HOTEL 
MACDONALD,  with  the  knowledge  and  consent  of 
the  owner. 

PLEASE  DIAL:  '0"  FOR  VALET  PARKING  20 
MINUTES  IN  ADVANCE  WHEN  YOU  WISH  TO 
HAVE  YOUR  VEHICLE  PICKED  UP. 


APPLICANT  COPY 


851]   -  112  ST 
EDHjU'i  on  Ae 


2007,'  1  o.  O?  ;! 
1  im  *?V2  13:01  :0S  ! 

M£6ipt  Number 

^0(V0/^o01  -1 2 -0  \ 


PURCHASE 
TQTAL-CAD 


*8.47 


APPKOUED 

HlJTHtt  009355 
THANK  von 


  ...... 


APPLICANT  COPY 


Cap  I tal  Health  Authority 
Retail  Food  Service 

5i  5* 


Host:  12/  10/08/2007 

565  2:48  PH 

10565 

Area:  Snack  Bar 

Pizza  Slice  1  3.73 

Kltems  1     Sub  Total  3.73 

Tax  0.22 

Order  Total  3.95 

Cash  5.00 


University  of  Alberta  Hospital 


603 


APPLICANT  COPY 


1 


hub 


•  »TK.  r  013455 


.   ■  ":*:ll7(0,17(4)(c.l) 

'vp!  w»  .« 
iBTioi   ~-  


APPLICANT  COPY 


DETACH  THk?  POFTION  fCR  VALIDATION 
1    (gh  RECEIPTOR 

fc^        C/tfNADA  CORPO^IO^  *- 
1j££39  -  107th  STREET 
EDMOfJTOM,  ALL  r  F-T/U42(J-1=g6 

'^J  52X70-, 


RECYCLEASLE 


605 


APPLICANT  COPY 


telos  ?mm 

GST  INC.  RM22308333 

070CT19  16118  001  002 
070CTI9  14:48 

/  1130  11184899 
RATE  1  $4.00 
TOTAL  $6,00 
CASH  $6.00 

mmm  by 

IMPERIAL  PARKINS 
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APPLICANT  COPY 


607 


APPLICANT  COPY 


NAPULT  Em 


H  54 

WB  BEAT 

•FLOOR  82 . 00 

pSITON"  OPERA  PRESENTS 

CARMEN 

BY  BIZET 

E  AUDITORIUM  -  EDI! 

^EAftE  RAS/RECORD  E  R  S 

25  2007  7 :30Pf1  < 

WWT 


RC 


H  55 


NADULT  EE 


TSUI  TYPE 

82  00 


FLOOR 

'ON TON  OPERA  PRESENTS  ) 

CARMEN 

BV  BIZET  ' 

AUDITORIUM  -  EDM; 

CAMERAS/RECORDERS  ':■ 

ISfcf  25  2007  7130PM  < 


RC  **** 


l*AEO 


608 


APPLICANT  COPY 


CITY  OF  EDMONTON 


RW?:n33L  "     ^'  """"  L  ~ 

Regular  Rate  $  2.83 

Total  Tax  $  0,1? 

Total  Fee  S  3iu 

GASH  PAID  S  3.00- 

Cesh  Tender  s  s.fio 

Change  Bus  S  o.no 


THflNK  vol; 
T'T'h'T 


609 


APPLICANT  COPY 


APPLICANT  COPY 


 '/" 


HOST  INT 5  L  OF  CANADA,  LTD 
STREET  PERFORMERS 
EDMONTON  INTERNATIONAL  AIRPORT 

2043  BONNIE 

TRN  1109  0CT25'O7  5:52AM 


620791000500 

1  WHISTLER  WATER  1 .99 

1  BEVERAGE  .05  0.05 

Subtotal  2  04 
2-04  G.S.T.    6X217101  0*12 

rTot^  2.16 

Change  Due  Cdn$  2.84 


THANK  YOU  FOR  VISITING 
STREET  PERFORMERS 
EDMONTON  INTERNATIONAL  AIRPORT 


611 


APPLICANT  COPY 


APPLICANT  COPY 


cm  of  mmm 

LIBRARY  PfiKiCfiDE 
6ST  It  ii93262?G  RT0001 


wm.w  ism  in  io/30/W  n-.si  Gut 

IKtii  298300 

ItauLBr'  Rate  S  2-83 

Tutsi  Tax  i  0«i7 

Total  fee  I  3.00 

CASH  PfllB  I  3.00- 

Gssh  Tender  s  3  JO 

Change  Bus  I  0.00 


THMC  YOU 
CBHE  AGAIN 


613 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


'aSS>r_l  .(\ujO\<^>     (Tfc£AO>\  Employes  Number:   1 

Union  Name: 

 (J*„.        TZ^Cr  VlO^CPD 

Deoartment:  RfOft^  <V  AQtW 

position.  Y^*r>~ — '    rf_LL  "   , 

Business  Phone:  M£>"V^bS^ 

Period  FromMoui^tP     POV  50/^1  m  1 

ixpenses  Paid  (please  airacn  leueipu./-  TITr 
nother  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 


Slot 


Location 
e.g.  9000 


good 


Functional  Centre 
e.g.  71135050044 


~l  t  \i5O0QQO  k 


Account 
e.g.  69500001 


Non-Canadian 
Currency 


Rate 


Less  Cash  Advance 


Total 


Canadian  $ 
(including 
GST) 


MO  -<50 


^  If  GST 
included 


□ 


□ 


□ 


□ 


□ 


The  information  on  this  form  is  co.lected  underaction  4  of  the  Ragiona!  Health  Authorities  (Ministerial)  Regulation  and 
AriJI  be  used  to  process  your  claim. 

,  hereby  certify  thatthe  expenses  iisted  above  were  incurred  on  Capital  Heaith  business  and  have  not  been  previously 
claimed  by  m"or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date:  &<~~»*> 


Approved  By:  crUfi    A    t.O^rU^vlffl^  Q&Q 

(Print  name)  — j  "  ^  v   ^  —  x: —  


(Signature) 


l^^mti"  ■*/  $     /     ^  /  rft  —  I  ■■■  i  — 

^^^^^^^^^^^^^  i^4^# 

ffifons  ft/re)    /  / / 


Phone  # 


NOTE; 


r£pensa  claim  must  be  properly  authorized  andmust  be  Jf*-"*^^ 
GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

through  the  internal  mail  system. 
107  Street  Edmonton,  ABT5J3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  Presdem. 


013  November  2005 


614 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name:       A       fWOi  ^  ftV££0U 

Employee  Number: 

Union  Name: 

Position:                    NJp  ^  CR3 

Department:  flt^P^C^   %  (\Om^ 

Business  Phone:     MO~X~2>b  6 

Period  From  HvviJgfy      \J0M  3o/on 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  f  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form  


Bal  Unit 
e.g.  201 


Location 
e.g.  9000 


Functional  Centre 
e.g.  71135050044 


Account 
e.g.  69500001 


Non-Canadian 
Currency 


Rate 


Canadian  $ 
(including 
GST) 


V  if  GST 
included 


Slot 


qpoo 


1 1U5QOOOO  L 


MO  -SO 


good 


E3-- 


□ 


□ 


□ 


□ 


Less  Cash  Advance 


□ 


Total 


The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


Ceo 

Phone  # 

(Signature)                                                  /  / 

Date 

Phone  # 

(Signature)    '                                      j jj 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FI.,  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 


H-0313  November  2005 
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APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Date 


Particulars 


Accomm.  $ 


Meal$ 


Registration  $ 


Total  km 


EXPENSE  LIMITS 


Transportation  $ 


Other$ 


$0.38 

(except  where 
collective 
agreement 
specifies 
otherwise) 


1. 


SnErwrof^ssr*^.,..™*,*™,^.    


anMonSwt,oscrep™senlalivesan.™u.   ,«™i*»«tersolsw»oved 

Stance  .ay  be  revested  provided  trave,  expenses  are  IIKe.y  to  exceed  S50C. 

616 


2,  Travel 


3. 


APPLICANT  COPY 


city  of  mmm 
library  mm 

GST  i  119326270  RT0001 


RcPttt  41533  J11M!Tft 

"  ii/01/O7 12s2B  U  2  AH  40  Tw*137132 

mim  mm  in  ii/oi/o?  12:28  out 

T»  298959 

Regular  Rate  i  11.32 

total  Tax     I  0.68 

TetelFee     $  12.00 

CflSH  PAID     $  12.00- 

Cash  Tender  '*  15.00 

Change  Due    %  3.00 


THANK  V0U 
CONE  ABfilN 


617 


RECEIPT  APPLICANT  COPY 


Cab.  No  _  &S.T . 

From  — 


TO  —  —  

Date  —  Amount 

Signature  _  ~ — 


RECEIPT 

Cab.  No.^C^y^     G.S.T . 

From 
To 


Date  A  /  Amoun^  jf/l 

Signature 


FARE  #:_ 


CAB  NO.: 


.  DATE: 


.AMOUNT 


DRIVER'S  NAME:. 


mdM:_ 


T0:_ 

NOTE:  AM£>UIKJH€SWN  ABOVE  INCLUDES  G.S.T 

Driver  rs  an  Independent  Contractor  any  G.S.T  Input  Credit  may  be 
daimed  as  "NOTIONAL"  or  applied  to  DRIVER'S  Registration 
Number,  not  CO-OP  CABS, 


DriverX  G.S.T  #  (if  applicable} 


m 


DATE_ 
FROM. 
TO__ 


www.royaltaxi.ca 
-  AMI  $  XZ^l 


DRIVER'S  NAME. 
CAB# 


GST#. 


FARE  INCLUDES  GST 


FARE  #:  DATE: 


CAB  NO.: 


DRIVER'S  NAME: 


FROM: 


:■  ^V^Q^  !c-    '  THANK  YOU 

AMOUNT  $:  -  V~>§ 


TO:  _  

NOTE:  AMOUNT  SHOWN  ABOVE  INCLUDES  G.S.T. 

Driver  is  an  Independent  Contractor,  any  G.S.T  Input  Credit  may  be 
claimed  as  "NOTIONAL"  or  applied  to  DRIVER'S  Registration 
Number,  not  CO-OP  CABS. 


UJ 


Driver*  G.S.T  f  (if  aflpJicabEe] 


618 


APPLICANT  COPY 


Cab.No._ 
From — - 
To—  


Date- 


Signature 


RECEIPT 

_   G.S.T, 


Amount- 


INDEPEBENT  CAB  OWNERS' 
CO-OPERATIVE  INCORPORATE® 
TORONTO,  ONTARIO 


Date: . 

From: 
To: 


Fare: 


GST  INCLUDED 


Driver: 


Flat  rates  available  for  Airport,  Out  of  Town, 
Business  Trips,  Sightseeing,  Etc:  Ask  Driver  for  details. 


619 


APPLICANT  COPY 


Hotelmacdonald 


prints  bdoZ       d  ^  sub^  *°  ^  condition 


APPLICANT  COPY 


APPLICANT  COPY 


Regular  Rats  « 

Total  T3X  * 

Totfll  Fee  $ 


1  fail  ')?. 


[Mm  &3 


622 


APPLICANT  COPY 


Leading  Innovation 

Visit  us  at  the  RSNA 


f  Btmtttariiii. 


medic3l.toshiba.com 


,Jfpj^.  ^  FOR  CAB  SERVICE  CALL 
|g@^^^^glC,  (773)  725-6500 


Lost  and  Found:  (773)  725-6200 

Time 


Cab  fare  from 


Diiver 


Cabna 


Taxicab  Lost  and  Found:  ChicagoDispatcher.com 


H 


Leading  Innovation  »> 


Visit  us  at  the  RSNA 


North  Hall,  Exhibit  7130 1 


med  i  cal  /tosh  i  baxo  m 


For  Cab  Service 
~*  Call  (773)  338-9502 
Thank  you  for  your 

a    ^?$X\  association  inc. "  patronage. 

-    f'  We  accept  Am  Ex,  Visa,  MC,  Discover,  Diners  Club 


Date 


Tme 


Flecdved  from 


Cablarefram 


Driver 


Cab  no. 


Taxicab  Lost  and  Found:  ChicagoDispatcher.com 


Leading  Innovation 


Visit  us  at  the  RSNA 


North  Hal!,  Exhibit  7130 


med  ica  I  .tos  hi  baxom 


624 


Itoxi  Affiliation  $eraie©s,  LLC 
2230  Sossils  Michigan 
€hieago,  Illinois 

www.yellowcabchicago.com 


Time 


Dote 


Received  from: 


Cob  fare  from: 


To: 


Driver: 


Cab#: 


Account  #: 

Thank  you  for 
riding  tvith  us! 


312-243-2537  312-829-4222 


APPLICANT  COPY 


2601  W  Peterson  Ave. 
Chicago,  IL  60659 

773-907-0909 

Tub 


» 


Leading  Innovation  »> 

Visit  us  at  the  RSNA 


medical.toshiba.com 


260 1  W  Peterson  Ave. 
Chicago,  iL  60659 

773-907-0909 


Cab  fere  from 


Cabin 


Tax/cab  Lost  and  Found:  OifcagoDispatdier.com 


mm  la 

Leading  Innovation  »> 


Visit  us  at  the  RSNA 


North  Hall,  Exhibit  7130 


medical.toshiba.com 


62  5 


TAXI  ASSOCIATION  INC. 
For  Cab  Service  Call  (773)  338-9502 
Thank  you  for  your  patronage. 

We  accept  Am  Ex,  Visa,  MC,  Discover,  Diners  Club 


Dale 


True 


Dtoer 


Receipt  (advertising:  ChkugoDbpakhcncom 


223®  Senile  MfaMwal* 

APPLICANMOttfohob  *mm 


Thank  you  for 
riding  with  usf 


312-243-2537  312-829-4222 
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APPLICANT  COPY 
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APPLICANT  COPY 


Capital 
Health 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name;  ft .Uj^uuDuJ (J\t£A  ^\ 

Employee  Number                      Union  Name: 

Position;    C^fiC  M  P 

Department:  F"tt^ft(^Cf 

Business  Phone: 

Period  From: &i/ \Z  to  3\ /\^/ Ol 

Expenses  Paid  (please  attach  receipts)*  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadians 
'  (including 
GST) 

S  if  GST 
Included 

&Of 

Root) 

(rf\5>0000O 

□ 

-\\\[  60000  5 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


1  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date; 


Title:  Q50 

Phone  # 

(Signature)                                            /                 )  * 

^    _  /?  s  _  L  L  cL  ,  «  *  

Date 

Phone # 

(Signature}                                    /  ft 

Date 

Expense  claim  must  be  properly  autnonzea  ana  must  oe  supportea  oy  onginai  receipts  ord  cupy  as  ccnmcu  uy  tut 
approver  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  he  deposited  to  employee  bank  account 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system- 
See  the  other  side  of  this  form  for  expense  claim  limits* 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Heaith  Centre,  North  Tower  -  10th  FL,  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 


H-0313  November 2005 
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Date 

Particulars 

Accomm.  $ 

MealS 

Registration  $ 

Transportation  $ 

Other  $ 

Mileage 
km 

— -TPi         <S<J — 





 . 







 . 



Total  km 

@ 

$0.38 

(except  where 
collective 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS 


1 .  M  eal  Al  lowan  ces 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (rf  the  departure  time  is  eariier  or  the  return  time  is  later  tfian  7:00  a.m) 

Lunch  $1 0.00  (rf  the  departure  time  is  eariier  or  the  return  time  is  later  than  1  ;00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

MeaJ  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy.  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel, 
*■     Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500, 
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APPLICANT  COPY 


6 


f  - 


ru.. 


Best  Copy  Possible 


r 


632 


APPLICANT  COPY 


telus  ?mm 

8ST  INC/ RM22388333 

G7DEC03  16135  00i  002 
07DEC03  13:20 

/  3; 15  H188S32 


imsm'Pmm 


mi  1 

TOTAL 
CfiSH 
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APPLICANT  COPY 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name;  f\l_Mft*ADi*->  fT\feiZjA-u\ 

Employee  Number: 

Union  Name: 

Position:  E^&C  MPi  CFO 

Department:  f* iioft^ 

Business  Phone:  ^Oi^^sz 

Period  From:  0^/o  \  to          ^  f  06 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capita)  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

V  if  GST 
included 

SlOl 

~U  US  GO  0006 

□ 

□ 

□ 

□ 

□ 

Less  Gash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


ttZSBy:  Sue*-*  OeArove^ 

ji*-  Ceo 

Phone # 

(Signature)                                        /  I 

Date 

Phone  # 

t  /A 
(Signature)                                     £  $$ 

Date 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  wilt  be  mailed 

through  the  interna!  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 
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Date 

Particular? 

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other  $ 

Mileage 
Km 

-  /— 

 ^ —  

no 









Total  km 

@ 

1 

?U.3o 

(except  where 
collective 
agreement 
specifies 
otherwise) 

EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $1 0.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (Aprif  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy.  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  cons  idered  bus  iness  travel  an  d  can  not  be  claimed, 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


APPLICANT  COPY 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name:    Atuftu„0(^  fllt^t-AtA 

Employee  Number: 

Union  Name: 

Position: 

Department: 

Business  Phone:    MCn  ^3  t>S 

Period  From:           to      JS£Xt\J  3^/06 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bar  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
inciuueu 

ROOD 

□ 

□ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

*3^3  3/ 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


ehalf  from  Capital  Health 


Date: 


J)W|3Voe" 


Title:  CeO 

Phone  # 

Approved  By:  ' 

(Print  name)  / 

Title: 

Phone  # 

(Signature)  ' 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  Items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL,  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 
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Date 

- — ■  ^ — 

Particulars 

Accomm.  $ 

Meai$ 

Registration  $ 

Transportation  $ 

Other$ 

Mileage 
km 

i  0.6(3 

 W  - 

\        /)&  a     /A  'Set  &.  i 

Total  km 

 _ 

@ 

$0.38 

(except  where 
collective 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS 


1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a, m.) 

Lunch  $10.00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p. m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1,  2005,  reimbursement  at  the  rate  of  $0,38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  c 
year  with  receipts  in  accordance  with  Capital  Health  Policy,  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 


640 


APPLICANT  COPY 


APPLICANT  COPY 


ICF  CURRENCY  SERVICES  CANADA 
3880  GRANT  MCCONACHIE  WAY 
RICHMOND  BC  V7B  1W2 
TEL:  (604)  656  1704 

Position  No.  18 
No: 165 18000042009 

01/31/2008  09:28 


KRW/S  KOREA  260000.00 

Sell  Rate/Taux  Vehte  0.001154 

Commission........:  3.50 

CAD  RECVD/RECUS  303.50 
Payment/Pa iement:  CASH/ARGENT 
Total  Cash/Argent:  303.50 


PLEASE  VERIFY  YOUR  CURRENCIES 

BEFORE  LEAVING  THE  COUNTER 

HAVE  A  NICE  DAY 

THANK  YOU 

GST  #14343  6194 


C 


1  0  f  ^  ' 
_    ]  7 ,  t  0  0    tvu>  ft^f* 


/      9;  7oO 


ICANI  COPY 


Starbucks 
Coffee  Korea 


Alls  >       87  K> 

£  if  H  ->i A!  r1 104-85  163597:02-758^  MO 


[)VfS  <m  o-oi] 

Scorn; 

T        Hot  1 


i-.^     i  1,700 
■  1300 


1"  r  em  Amouni 
TAX  Charr,*; 
Grand  'lot.ai 
PA  U) 
Cash 


5, 000 

455 
5,  000 

5.*  OOO 
0 


m 


2008-02-04  08:26:54 

177594077 

4  545 
455 
0 

5,000 


Wf*U|4  http:// 

¥  S  91  £ m  fc r o| : .  1 .  §  ^ !  ff  *l  :  1544-2020 

At  oijofl  u|  sj  yj  ^  f4  &i ,  |  <  1 t-      i-  in. 


n^n^^i  -  [i007io. 


ww.  i  Starbucks,  c<h  kr 


Starbucks 
Coffee  Korea 


^Il    3  87-10 

Mi  H  .  :o|*}  -^404-85- 1  mm :  0 -758~Bi40 

[KB  9340-02]  2008-0^04  12:03?48 

T  Earl  Grey  Hot  Te  3, 300  1  3, 300 
Almond  Bisc-ottKNe     1, 300     1        j ,  300 


Item  Amount 
NET  Amount 
TAX  Charge 


Grand  Total 
PAID 


4,  BOO 
4,  18L' 
418 

4,  600 


Cash 
Change 


4*  BOO 

5,  OOO 
4O0 


fllttaaS  :'  [00043398] 
Atg^hti  got S S  7(a]9a|^ 

ww.  i  Starbucks*  co.  kr 


'LICANT  COPY 


Starbucks 
Coffee  Korea 


M  %  a       8.7-  le 
U!ii  :ojAi  t 1  i oi - vHi , •  n  ... 

[pos  9:vie-o!  j 

T  E/B  Hot  '5n    *  > 
Scone 

T  E/B  m.i   u  n  A 

iUiiS  AiBfHKi? 

NiiT  A#:wM 
TAX  Ou<m- 

(it-ijii.i  1'bsu! 

P  A  £  u 

Gash 

A]  ^    t*j  jg. 


3611  > 


*  I  O.  ooo 

*  o 

2008-02-03  08:25:33 

— OOO-l*** 

177575191 


a  Ale. 


9.091 
909 
0 

10.000 


S  kr<* . . .  #5 1544-2020 

HtfS^S  :  [10054349]  o|tS 

j^ssw  ^oia#  ^waAis 

E}#A|  g'g^SS  A!^S|-fe]A|.e.. 

www.  i  Starbucks,  co.  kr 


Starbucks 
Coffee  Korea 


] "!  A>|  ii|  J.  t'l  o[  i  ||'<lJ  u'H 
A| §  £  i1  Ulri 69-7  U|'2hU'J  IS 
ill  li : o \A\  ,'! 04-85-1 1 5101 : 02- 758-B039 


[POS  9239-01] 

T  E/B  Hot  Tea  .  (T). 
Scone 

T  L/13  Hot  Tea  (T) 

Item  Amount 
NET  Amount 

TAX  Charge  [+] 
Grand  Total ' 
PA  1 D 
Caisifri 

'MiViAi 
\!'.4  v 


2008-OP-02  12:21:55 


3,300 
1,700 
3,300 


1  3, 300 
1  1,700 
1  3,300 

8,300 

7,  545 

755 

8,  :3ea 

1  o,  <mo 
1 „  700 


2(308-02-02  12:21:55 


*  1 7755791 S 


','  'I  >|aU1| 


7.545 
755 
0 

8.300 


Is  V!  •?>-!  http:// 
rare.  kro|. .  . ;,  gf ! ^4  : 1 544-2020 


a( ?'jo||  S ^ ?3_7<^V]M  1 

^|Aj^)AjHj  :  [10062537]  o|a°| 

4§*t£!  §019*  4*1^13 
50?)  g-  #B1E1M^. 


www.  istarbucks.  co.  kr 


i 


Q> 

n 

© 


7C  J^- 


ifflfjjld&ola 


— ][£* 


r±  J]  £? o£r>i 
*  *  w      .  — ^ 

ii      J  ~~l  j  n 

—  If-  ^  .1- 

II  Oil  \J  r  :r^"0 


^rc5 o  }  ooodo 

Kj>0  L  CD  CD  CD  CD  CD 


OIrir 
— n* 


Mi  II 

Di|| 
r?p  !i 
it 


-0 


ii  hl 


v    g!  « iSH>Q|i! 


o 


Jri  ii 
rr 


(DO 


# 
# 


D 
i 

H 
f 

:  # 


£  » 

OP  !l 

J*  !! 
ii 

EC  !| 

i  IF 


APPLICANT  COPY 


LG  TELECOM  GLOBAL  ROAMING  CENTER 
2172-1  ,UNSE0-D0NG  JUNG-GU,INCHEON  AIRPORT 
■  PASSENGER'S  TERMINAL  IF  GATE  10  ~  11 


No.  100-213-690 
DATE  :  OSIEB'08  12:56 


3/3 


Rental  period     01  FEB' 08 

"  05FEB'08 

Rental  fee 

W  30,000 

Local  call  charge 

\i  1,185 

Int'l  call  charge 

W  93  ,705 

Penalty  for  damage 

W  0 

Adjustment 

-  W  0 

Subtotal 

W  124,890 

1036(VAI ) 

W  12,489 

Total  Due 

W  137,379 

FOREIGN  CARD  card 

W  30,079 

451252400000**** 

201010 

00056472 

0 

05FEB'08 


0 


Cash  payment 
Customer  signature: 


W  107,300/ 


4e§(E.G .CHA)(TEL .[)32~7434-0T9 ,  032-7434 
-001) 

H  BUSINESS  HOUR  0(i:00~?2:00(l ROM  Sun  TO  Mon 


^.$MM^  


?3S,kM  
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APPLICANT  COPY 


mnco 
i —  n  cd 
-  -  zc  o 

^ — s  CD  CT3 
CTk  ^  ^3 
o  o  > 

en  ^  c^ 

CH  -Si  C3 
CD  C3 

-r*  || 

CD  =Hl  C3 

4-i  ro 


CO 

m 
i—i 

'O 

m 

CO 


3>  3> 


C3 


V 


c/S. 


^ 


c 


cr* 


> 


Capital 
Health 


APPLICANT  COPY 
Payment  Requisition 


Accounting  Services 
10,b  Floor,  North  Tower  CHC 
10030-107  St 
Edmonton,  Alberta  T5J3E4 


1.  Required 
fields  are 
invoke  date, 
Invoice  number, 
Vendorname, 

Z^ddressts 
required  If  Mem 
is  no  invoice.  ; 

3  fn  ail  cases  if 
a  P.O.  was  used 
Jt  mdstbenoted. 


4,  Complete 
entire section, 

5.  GMSconlract 
number  is 
provided  by 

exemption 
numbers  are 
ass^rieciby 
A<xouritlii$ 
Services 

7.  For  invoices 
wttn  a  purchase 
order,  only 
invoke  total  Is 
required. 


I     PAYEE  INFORMATION  (Check  one  only)    M  Vendor  □  Patient 


Invoice  Date  Jan,  28/08 


Invoice  Number 


Vendor  Name  ffle-Vtea  Mgjj^f^  MtfTll: 
Address  f\Q.  00x40*0,  Otu.  A 


Province/State 


H     PAYMENT  DETAILS 


PO# 


Vendor  Number 


City 


Country 


Reason  for  payment;  Nov/Dec/Jan  08  -  Expenses  -  A.  Merali 


is  this  a  P.O.  or  contract  payment?  Q  Yes  ^  No 


ff  this  purchase  requires  a  contract  andf  you  do  not  have  a 
CMS  contract  number,  please  contact  Corporate  Contracting 
Office  (CCD) 


CMS  (Contract  Management  System)  Contract 
Number 


IfnpJ  a  contract  or  PO  purchase,  does  it  comply  with  items  under  CAD  4A.1  Section  A  6  (1)  Page  2 
M  Yes  describe  □  No,  exemption  #    -   -  r 


a  AH  fields  are 
required  if  there 
Is  no  purchase 
order, 

9  Aff  codes  must 
be  Oracle  codes 
"donotuseVax 
or  Tandem 
codes. 

10.  Check  wftii 
Business 
Support  for 
available  codes. 


Goods  /  services  have  been  received,  price  agrees  to  contract  or  P.O.  as  applicable  and  calculation  is  correct 
(Items  were  received  as  ordered,  are  in  good  condition,  will  be  used  by  department  and  pricing/calculations  checked) 
□  Yes,  □  No  Explain  Below    ' 


Explanation: 


Are  original  attachments  to  be  mailed  with  cheque?  (Note  2) 


□  Yes 


S  No 


ill 

(Departments  must 


EXPENSE  CODES  (IN  ORACLE  FINANCIAL  SYSTEM  FORMAT) 


Bal  Unit 
e.gr  201 


201 


Location 
e.g.  9000 


provide  Complete  Coding) 


201 


201 


201 


201 


9000 


9000 


9000 


9000 


9000 


Functional  Centre 
ftg  71135050044 


71115000006 


71115000006 


71115000006 


71115000006 


71115000006 


Currency  (select  one) 


Account 
e.g.  69500001 


69500000 


62314000 


69600000 


62312000 


62310000 


Expense 
Sub-Total 


$165.00 


$1,773.28 


$4,574.51 


$911.17 


$20.00 


GST  if  applicable 


Total  Payment 


$165.00 


$1,773.28 


$4P574.51 


H  Canadian    □  U.S. 


□  Other 


$911.17 


$20,00 


TOTAL 


$7,443.96 


$7f443.96 


I  t  This  section 
Is  required  for  ail 
payments* 

1Z  Approver 
sboufd  not  be 
requtsftroner 
unless  no  other 
person  Is 
available. 

13.  Approver 
confirmsthat 
this  payment 
has  not  already 
been  made. 


IV  AUTHORIZATION 


I  confirm  that  the  above  items  have  not  been  previously  paid,  the  expenses  reiate  only  to  Capital  Health 
business  and  information  provided  on  this  form  Is  accurate  and  complete, 

(Signature)  ^t(J^ 


Requisitioned  by(Print  name)  Trudy  Corrigan 


Title:  Executive  Secretary 


i**^ — i 


Approved  by  (Print  name)  Allaudin  Merali 


Title:  Executive  Vice  President  &  CFO 


Approved  by  (Pnntname)  Sheila  Weather)  1 1 


Title:  CEO 


(SignaiufBi 


Phone  #  407-3652 


Data 


Signing  Authority  fegflel  #3 


Phone*  407-3652 


Date 


>  Phone  # 


Signing  Authority  Level  # 


Date 


AUTHORIZATIONS  SHOULD  BE  IN  ACCORDANCE  WITH  SIGNING  AUTHORITY  POLiCY  NUMBER  FINANCE  4,1  -  SEE  PAGE  2 
FOR  DETAILS     

Notes:       ™  ~  '  '  —  '  —  

1 )  All  employee  claims  most  be  submitted  on  the  Travel  &  Employee  Expense  Claim  form 

2)  M  cheques  and  attachments  will  be  mailed  out  by  Accounting  Services.  Cheques  will  NOT  be  pulled  and  relumed  to  department  for  mailing. 

3)  Fully  completed  payment  requisitions  received  in  Accounting  Services  by 

4)  Incomplete/irnproperiy  authorized  payment  requisitions  will  be  returned  without  processing 


November  2006,  CH  -01 49 
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Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #  2 


Name:  AulAm&^ 

'  Employee  Number: 

Union  Name; 

Position:     IEj*        \}P  v.  OPG 

Department:     f^iK^A^CC    <L  fi-£>  m 

Business  Phone:  M01"3t 

Period  From:  FfejS  \/o  &           to      p£ft  <3LC/£>& 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

1  uu» 

r—i 

■"I 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization.  J 


fiy  behalf  from  Capital  Health  or  other 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


tSS£  ^  SHe  I ^U3feATT4£eH  Title: 

Phone  # 

Approved  By:       ^                         ^  1 

(Print  ramfli                  /                                                 |  Mlie- 

Phone  #      (1  / 

(Signature)  / 

NOTE:   1 

Date  t 

Expense  claim  must  be  property  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  interna)  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10ih  Fl  10030  - 
107  Street,  Edmonton,  ABT5J3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  198)  in  advance  authorized  by  a  COO  or  VP 

650 

CH-0313  February,  2007 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA -62410002 

Staff  Provincial  Travel  -  62412000  (all  expenses) 

Staff  Out  of  Province  Travef  -  62414000  (all  expenses) 


Date 


Particulars  (Describe 
Purpose  of  Trip  &  Location) 


oil  Cos-  r^wLdL^  £L^4 


Catering  -  69600000 
Meals -62410000 
Mileage-  6241 0000 

Course  Registration  &  Materials  -  61030000 


Accomm.  $ 


Meals 


Course 
Registration 
&  Materials 


Transportation  $ 


3LQ.OD 


Other 


Mileage  km 


Total  km 


Totals 


Rate  as  outlined  in  Section  2  -  Travel  below  i 


EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  fater  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  iunch/dinner  meeting 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 , 20O6r  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15  000  kilometers  of 
approved  travef  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise).  K 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy 

•  Effective  March  1T  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  followina 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  air  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


Corrigan,  JTrud^ 


From: 

Sent: 

To: 

Subject: 


Phillips,  Laura 

Friday,  April  18T  2008  2:28  PM 


Corrigan,  Trudy 
RE:  US  Dollars 


Trudy; 


6.25  US  =  6.50  CAD 
204.00  US  -  212.22  CAD 


Thanks  Laura 


From: 
Sent: 
To: 

Subject: 


Corrigan,  Trudy 

Friday,  April  18,  2008  1:54  PM 

Phillips,  Laura 

US  Dollars 


Laura  -  I'm  doing  Allaudin's  expense  claim  and  need  a  conversion  from  US  to  Canadian  dollars. 

Week  of  February  21/08 

$6.25  US 
$204.00  US 

Thank  you 
Trudy 


Trudy  Corrigan 

Executive  Secretary  to 

Executive  Vice  President  and  Chief  Financial  Officer 
1J2  WMC,  8440-112  Street 
Edmonton,  AB  T6G  2B7 

tel:  (780)  407-3652  fax:  (780)  407-7556 

Capital  Health 

www.caprtalhealth.ca 

Building  Canada's  Health  Capital 

This  communication  is  intended  for  the  use  of  the  recipient  to  which  it  is  addressed,  and  may  contain  confidential,  personal,  and  or  privileged 
information.  Please  contact  us  immediately  if  you  are  not  the  intended  recipient  of  this  communication,  and  do  not  copy,  distribute,  or  take  action 
relying  on  it  Any  communication  received  in  error,  or  subsequent  reply,  should  be  deleted  or  destroyed. 
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APPLICANT  COPY 


APPLICANT  COPY 


02/13/08  10:36  Ll  2  m 
02/15/03  ffi:2(  In  u#. 

[M  Due    f  6.00 


mm  m 


654 


APPLICANT  COPY 


fib  tyU   -  Met)  ^ 

HOTEL  MACDONALD 

28539 


Guest  Name 

;    \ 

—  —   1 

Room  Number 


 „   - 

Date 

|~|  Room      J  ^]  Cash 


655 


APPLICANT  COPY 

take  note... 

£  ■•  -  ■  •••••  •  .    "„■    -  .  -  ".    ■  ■         •■    ' ::  .  .••  :  -7.-'..    '  '      -  :- 


oM/OB 091:6  15  3  f 4  2-;  T^-n  ¥'09? 
M/OP  0""33  <n    te.te/lO T'TTTl  '"TT; 

Total  Tax     s  0,36 

Total  rBe     $  8,00 

1090  PAIO     !  301/- 

Cosh  Tender   0  1033) 

[teres  But    9  3,09 


;TTTk 

COHt  AGTul 


...at  the  institute 


656 


take  note... 


APPLICANT  COPY 


Vc9  ^ 


6*.  A* 


£>0 


  ^^jTein^|ute 

657 


appi  i pa nt  r.npv 


Central  Florida  Transportation  Co. 

(407)  808-4709 
Owner/Sila 


Date   Car  # 

Amount  $ 

  Tips$ 

  TotalS 


From  _ 
To:^ 
Driver . 


Central  Florida  Transportation  Co.  g 

(407)  808-4709 

,  Owner/Sila  | 

Date 

Amount  $  bf^> 

From 

Tips  $ 

Total  $ 

I  Driver 

407-808-5555 
.^VOWCAB^AIRPOjfrc. 

VAN  &  TOWNCARS 

AIRPORT  SPECIAL  RATES 

Discounts  to  All  Airports  &  All  Round  Trips 

Super  Pass  +  BJG  Savings 
Airport        ^      sf  Dinner  Shows 

"  Attractions     l/'"J  Night  Lik 


407-808-5555 
je.\.VOVlCAB*A,RPO,,rC4* 

VAN  &  TOWNCARS 


Airport 
*  Attractions 


VAN  &  TOWNCARS 

AIRPORT  SPECIAL  RATES 

Discounts  to  All  Airports  &  All  Round  Trips 
Super  Pass  ♦  BIG  Savings 


i  20 


Dinnef  SSows 
Night  Life 


Central  Florida  Transportation  Co. 

(407)  808-4709 
Owner/Sila 


Date. 


Rom. 

*To: 


Car#_ 
Amount  $  _ 
Tips  $ . 
_    Total  $. 


Driver . 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #  2 


Name:       ALA-AuOirv>  flflfc^t-i 

Employee  Number: 

Union  Name: 

Position:    ^Ew^et-  \JP  *>-  £pO 

Department:            *o  A-J  C£?- 

Business  Phone:  MOT-5b  S 

Period  From:   OTAAf^c^A  ^  /o  6    to     fT\f^jCU  S  l/o  #  i 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

V70  1  ) 

✓  if  GST 
included 

~n  v\£ooooo  k 

□ 

~~\  HtSOOOGO 

35.00 

X 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

I  ULdl 

1 — 1 

1—1 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


1  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behatf  from  papital  Health  or  other  organization. 


i  behatf  from£a|ital  Healtr 


Employee  Signature: 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


JTitle:  Q£C) 

Phone  # 

(Si9nahjre)            <H^A  \  n  HLaaaJ 

Approved  By:                        "                 S  T^ 

(Print  name)  / 

Phone*         0  1 

(Signature) 

Date  f 

NOTE: 


Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  , 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl„  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  ^^yn  advance  authorized  by  a  COO  or  VP 


CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 

•     Local  Travel  -  Staff  -  6241 0000 

•  Catering  -  69600000 

•     Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Meals  -62410000 

»     Staff  Travel  «  UNA  -  62410002 

•  Mileage -62410000 

*     Staff  Provincial  Travel  -  6241 2000  (all  expenses) 

*  Course  Registration  &  Materials  -  61030000 

•     Staff  Out  of  Province  Travel  -  6241 4000  (all  expenses) 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meai  allowance  of: 

Breakfast       $10,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.rru) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  Is  later  than  6:30  p.m,) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15  000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

•  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used, 

•  includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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Corrigan,  Trudy 


APPLICANT  COPY 


From: 

Sent: 

To: 

Subject: 


Phillips,  Laura 

Thursday,  May  22,  2008  1 1 :53  AM 

Corrigan,  Trudy 

RE:  Money  Exchange 


Trudy; 

I  have  added  the  exchange  conversion  in  red  to  your  email  below. 
Thanks  Laura 

From:  Corrigan,  Trudy 

Sent:  Thursday,  May  22,  2008  11:08  AM 

To:  Phillips,  Laura 

Subject:  Money  Exchange 


Laura 

Are  you  able  to  help  me  -  trying  to  do  Allaudin's  expense  claims. 

Travel  in  March/08  -  March  2  &  3  -  $52.57  US  52.57  US  Dollar  -  53.894  Canadian  Dollar 


APPLICANT  COPY 


,  ,  ,...,/. 

TOTAL  $6-7ff 
CASH  $50.00 
CHANGE  $43.25 

/  HAVE  A  NICE  DAY  / 
/     PLEASE  COME  AGAIN  / 

/    ...  .  >' 


i 


JS#\_    fc2~ 


662 


ADMH\I:  465-8500 
FAX:  462-2722 


0»® 


Date:_ 


.  Amount/Montant$ 


10135-31  Avenue 
Edmonton,  AB  T6N 1C2  Alj 

462-3456  ' 

THANK YOU/MERC  I 


Car/Voiture#_ 


Drh¥r/Chauffeur:„ 
From/De:  


-GST#_ 


,To/A:  


1125!  nffilil  ^^s! 


CAB  FARE  OR  PARCEL  RECEIPf 

jTUOPy  — —  Cab#_ 


ALL  STAR  TAXS  gst#. 


^  A U  Bon  Pain 
Au  Bon  Pain  723 

■i 

Office  Catering  Specialists  800-785-422? 

STORE.  #000723 

QUESTIONS  -■  CONCERNS? 
Call  us  at  1  800  TALK  AfJP 
Visit  us  at  our  website: 
http://i#JW.  ALiB0NPAIN.COM 


Ticket  #B8.:3' 
2008-03-6.4. 

000723  13.  T24  683: 


'  TFA 
200?  Aquaf  ma 
Bran  Muff  in. 

FOR  HERE 
Tax 

Amount  Due. 

CASH 

Change 


CE:23:iS? 


1 ,89 
1,93 

5.3/ 
.45 
$5.82 

$5.82 
$.00. 


APPLICANT  COPY 


CITY  OF  EDHONTON 

umm  mm 

GST  8  119326270  RT0001 


fcPtt  60157 

Rrauiar  Rate  I  2.86 

Total  Tax  $  o"i4 

Total  Fee  g  3go 

CASH  PAID  $  3  oi 

Cash  Tender  $  5.00 

Due  $  2.OG 


THANK  VQU 
COKE  « 
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APPLICANT  COPY 


CITY  OF  EDHONTON 
LIBHWY  PARKABE 
GST  8  119326270  RfOeOl 


RcPtt  60659 

03/17/08  21:13  L8  2A8  40  TxniS1978&8 
03/17/08  18s04  in   03/i?/08  2IU3  Out 
Tkt8  370408 

Regular  Rate  $  2.86 

Total  Tax     $  0.14 

Total  Fee    $  3.00 

CASH  PAID     $  3.00- 

Casfi  Tender  $  5.00 

Change  Due    $  2.00 


THflNK  YGU 
COME  AGAIH 


665 


APPLICANT  COPY 


  i  vim 


6.00 


" ITEM     I  ^™ 


IflPflRK  LOT  8  160 
GST  88B731  m  HM* 


03-25-2008  TIE  «D 
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APPLICANT  COPY 


APPLICANT  COPY 


CITY  OF  EDHQKTflM 

library  mm 

GST  if  119326270  RT0001 


ox? 


mm®* m  omm*:®to 

Regular  fete  $  2,86 

Total  Tax     $  0.14 

Total  Fse     $  3,oo 

CASH  RAID      $  3>- 

Casti  Tender   $  3.00 

Changs  Due    $  o.OO 


THANK  VOU 
COME  AGAIN 


if  669 


APPLICANT  COPY 


www,diamondtaxi.ca 


416-366-6868 


DRIVER'S  NAME ___^2L 
GAB#^^T^^   GST#- 

|h     ,  .^T^^S^^ — : — — ■  FARE  INCLUDES  GST 
»  *  >  — ■  -  -  ^  numhat  not  Djaftond  Taxi  lid.       THANK  YOU 
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Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 


Travel  &  Employee  Expense  Claim  Form 

(in  Canadian  Doliars) 


Attachment  §  2 


Name: 


Employee  Number: 


Position: 


Union  Name: 


Business  Phone: 


Period  From: 


Department: 


Expenses  Paid  f  [please  attach  receipts).  Do  not  include  amounts  pafcfby Sapfi&  HeSih  ^TrrJmbcrssd^  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


to  rY\Qf£-/o<5 

fefluO:  V*4Jf  (W 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

S  if  GST 
inciuaea 

^UD\ 

Qooo 

nu^  ooooofc 

^3l3  NooO 

f  ° 

Qooo 

~HU5ooooo  b 

fe'iOolOooS 

□ 

Qi00O 

G%0006  0 

5^  5.00 

□ 

~l  vn5ooooot»- 

i    1 '  foSefe! 

W 

□ 

(^\X£j&  op  At 

*; 

□ 

Less  Cash  Advance 

□ 

T_.L_I 

1  ULdl 

1 — ! 
I_l 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  fisted  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature 


I  hereby  certify  that  1  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


mil  c&o 

Phone  # 

(Si9naturf                m  uCjj/J 

ApprovdiLB^ 

(Print  name)  / 

Title: 

Phone # 

(Signature) 

Date                   f  j 

Expense  cfaim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

•  For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

•  Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  1 0th  Fl  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  f§Y)'\ n  advance  authorized  by  a  COO  or  VP 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 
Staff  Local  Travel  -  Taxi  -  62410001 
Staff  Travel  -  UNA  -  62410002 
Staff  Provincial  Travel  -  62412000  (ail  expenses) 
Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 


•  Catering  -  69600000 

•  Meals -62410000 

•  Mileage -62410000 

•  Course  Registration  &  Materials  -  61030000 


Date 


Particulars  (Describe 
Purpose  of  Trip  &  Location) 


Accomm.  $ 


Meals 


Course 
Registration 
&  Materials 


Transportation  $ 


Other 


40Q  .60 


A 


Total  km 


Totals 


Rate  as  outlined  in  Section  2  -  Travel  below  i 


Mileage  km 


EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $1 0.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p,m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  lime  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1,  2006,  reimbursement  at  the  general  rate  of  $0,43  per  km  for  the  first  15  000  kilometers  of 
oSKS)       ^  3  fiSCaI  year  <APfif  1  t0  MarCh  31)      $°'40     6aCh  kiJometer  there  after  (except  where  agreement  specifies 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy, 

•  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requfrernents  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer 

•  If  union  contract  rate  differs  from  $0,43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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RBC 
U  Royal  Bank 


APPLICANT  COPY 


British  Airways  VISA  Platinum 

MR  ALLAUDIN  MERALI 


STATEMENT  FROM  FEB  16  TO  MAR  14,  2008 


S.J 


DATE 


FEB  28 


MAR  02 
MAR  03 

M  AR  04 


s.l7(l),  17(4)(e.l) 
s.17(1),  17(4)(g)(i) 

17(1),  17(4)(e.l)  10F3 

AClWfrY  DESCRIPTION  AMOUNT  ($) 

PREVIOUS  STATEMENT  BALANCE 

MR  ALLAUDIN  MERALI  -  S'17(1)'  17(4) 

FOU  R  PdrNT S  ST  OR  LANDO  FL  "$580.62 

Foreign  Currency-USD  580.52  Exchange  rate-1 ,0001 72 

FOUR  POjNTS  BY  SH 


Enjoy  the  benefits  of  your  card 

Travel  with  ease  outside  of  your  province  or 
country  knowing  that  your  RBC®  British 
Airways  Visa*  card  covers  emergency  medical 
expenses  for  you  and  your  family. 
Visit  the  insurance  section  of 
vvwvy.rbcroyaibank.com/cards/ba  for  more 
information. 


XT        0     I M  PO  RTANT  INFORM  ATION 

Non-Responsive 

BA  MILES  SUMMARY 


Non-Responsive 


1) 


Earned  for  Visa  Purchases 

Total  Miles  earned  this  statement 


CONTACT  US 


$166.97 


/on- 


THE  FAIRMONT  COPLEY  PLZ  BOSTON  MA 

Foreign  Currency-USD  455.64  Exchange  rate-1 .020280 
MAR  05       SHERATON  $301.18,  J 

Foreign  Currency-USD  297 .1 A  Exchange  rate-1 .01 3596  X/' 
MAR  06 RED  dX  INN  EDMONTON  AB $120.00"  W 
MAR  IO  " JACkY(^ $40aoo  Vt 
MAR  12 YELLOW  CAB  E DM0  $65.00  */ 


Customer  Service  /  Lost  &  Stolen  1-800-769-2512 
^^5h§f^dG  North  America  (416)  974-7780 

Wffsh  Airways  1  -800-955-2748 

Web  site  www.britishairways.ca 


PAYMEW"  INFORMATION 


TOTAL  NEW  BALANCE 


Minimum  payment 
Payment  due  date 

Credit  limit 
Available  creclit 

interest  rate  ~  Interest  bearing  purchases 
Interest  rate  -  Cash  advances 


Join  us  in  working  toward  a  better  environment 

|  RBC  Royal  Bank®  electronic  statements  are  online  versions  of  your  paper 
statements  and  are  available  for  your  Personal  Deposit  Accounts,  Royal 
Credit  Line®,  RBC  Homelme  Plan®  and  Wsa\  Access  and  manage  up  to  7 
years  of  statements  in  our  secure  archive.  Sign  on  to  Online  Banking,  select 
Edit  Profile  and  follow  the  links  to  change  your  statement  options. 


Royal  Bank  of  Canada  2007  Public  Accountability  Statement 

Royal  Bank  of  Canada's  2007  Corporate  Responsibility  Report  and  Public 
Accountability  Statement  is  now  available  at  www.rbc.com/pas. 


Non-Responsive     CALGULAT|NG  YQUR  BALA^i-Responsive 


Previous  Statement  Balance 
Payments  &  credits 
Purchases  &  debits 
Cash  advances 
Interest 
Fees 

NEW  BALANCE 


Are  you  one  of  the  many  drivers  who  could  save  by  switching 
to  RBC  Insurance0?  

|  Find  out  by  getting  an  auto  insurance  quote  from  RBC  Insurance  today! 
You  could  even  save  up  to  an  additional  12%  per  policy  for  having  both 
your  home  and  auto  insurance  from  us1. 
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RBC 
M  Royal  Bank 


APPLICANT  COPY 


British  Airways  VISA  Platinum 

MR  ALLAUDIN  MERALI 

8.17(1),  17(4)(e.l) 
s.17(1),  17(4)(g)(i) 

STATEMENT  FROM  JAN  16  TO  FEB  15,2008  S.17(l),  17(4)(e.l)  1°F2 
DATE  ACTWITy  DESCRIPTION  XT       ^         AMCHJNf  ($j 

Non-Responsive 
PREVIOUS  STATEMENT  BALANCE 


JAN  21 
JAN  26 
FEB  01 


FEB  03 


FEB  05 


FEB  10 


s.17(1),  17(4)(g)(i) 

FEB  01 


MR  ALLAUDIN  MERALI  - 

SORRENTfNO'^D  EDMONTON  AB 

HTf  ON  G ARbWTN  N*"  YXES'D  S ASK ATOON  S  K 

CHOSUN  HOTEL  CO  f  $1,709.1 

Foreign  Currency-USD  1,662.54  Exchange  rate  1 .028029 
"MrA^ """ 

Foreign  Currency-KPW  803,000         Exchange  rate-.001O85 
"*LG 'TELECOM  FIFE  823487SEOUL*""" 

Foreign  Currency-KPW  30,079  Exchange  rate.001 085 

"iMPERIArHOTEL  f  $3f95l  .48 

Foreign  Currency  JPY  416,671  Exchange  rate-,009483 

S  U  BTOTAL ^ 

s.17(1),  17(4)(e.l) 

"'PAYWnT- THANK 


s.17(1),  17(4)fe.i; 

$3,097.99 

50  S 

'  V 


TOTAL  NEW  BALANCE 


Important  Notice 


Non-Responsive 


o  i 

LTl  <L 

r-.  i 


^  rf 
en  I 


We  arc  making  some  changes  to  your  cardholder  agreement  which  will 
affect  your  rights  and  obligations  as  you  use  your  RBC  Royal  Bank®  Visa* 
card.  For  details,  please  refer  to  the  Important  Notice  enclosed  with  this 
Visa  statement.  If  you  have  any  questions,  please  call  1-800  ROYAL*  1-2, 


Please  Note: 

The  Terms  and  Conditions  have  been  updated 
for  the  British  Airways  Companion  Ticket  Offer 
and  the  $30  Flight  Discount  Offer.  Please  refer 
to  this  month's  insert  for  details. 


IMPORTANT  INFORMATION 

BA  MILES  SUMMARY 


Earned  for  Visa  Purchases 

Total  Miles  earned  this  statement 


CONTACT  US 


Non-Responsive 


Customer  Service  /  Lost  &  Stolen  1-800-769-2512 
Collect  Outside  North  America  (416)  974-7780 

British  Airways  1-800-955-2748 
VVeb  site  wwwbritishairw/ays.ca 


PAYMENT  INFORMATION 


Minimum  payment 
Payment  due  date 

Credit  finrit 
Available  credit 

Interest  rate  -  Interest  bearing  purchases 
Interest  rate  ~  Cash  advances 

CALCULATING  YOUR  BALAN^lPn~^esPQnsive 


Previous  Statement  Balance 
Payments  &  credits 
Purchases  &  debrts 
Cash  advances 
Interest 

NEW  BALANCE 
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rM  RBC 

M  Royal  Bank 


APPLI 


if  £33 1773 


British  Airways  VISA  Platinum 


MR  ALLAUDIN  MERALI 


STATEMENT  FROM  DEC  15,  2007  TO  JAN  15, 2008 
DATE  ACTIVITY  DESCRIPTION. 

PREVIOUS  STATEMENT  BALANCE 
MR  ALLAUDIN  MERALI  - 


s.l7(l),  17(4)(e.l) 
s.17(1),  17(4)(g)(i) 
s.17(1),  17(4)(e.l) 

08  1 


Get  30%  more  BA  Miles 

There  is  still  time  to  convert  your  hotef  points 
to  BA  Miles.  Transfer  your  hotel  points  by 
February  29,  2008,  and  receive  a  bonus  of  30°/ 
more  BA  Miles,  For  more  information  visit 
www.ba.cdm/hotelptm. 


OF  1 


Non-^s^rlsive 


s.17(1),  17(4)(e.l) 


DEC  17 
DEC  17 
DEC  18 
DEC  18 


IMPORTANT  INFORMATION 

BA  MILES  SUMMARY 


Non-Responsive 


Earned  for  Visa  Purchases 
Total  Miles  earned  this  statenient 

Non-Responsive 


CONTACT  US 


PI!:.,1 8        SORRENTINO'S  DOWNTOWN  EDMONTON  AB'""  """" $42ao6"/  W 

P|C  j 18   ^YELLOW  CAB  EDMONTON  AB $2(100  0 

P ^ fr _ J,? . ^ " ^ ^ D S  R E STA U R A Kl T  EDM 0 N TO N  AB  '$13339" 

DEC  20        CHARACTERS  ?$7^ 
DEC  27 
DEC  29 


Customer  Service  /  Lost  &  Stolen  1-800-769  251, 
Collect  Outside  North  America  (416)  974-778( 

British  Airvyays  1-500^955-2741 
Web  site  wwvvkr ft ishajrvyays,c< 


PAYMENT  INFORMATION 


JAN  01 


JAN  10 


Minttt>uihri payment 
Payment  d  ue  date 
Crectft  limit 
Available  credit 
Interest  rate  -  Interest  bearing  purchases 
Interest. rate  -  Cash  advances 

Non-Responsive  Non-Responsive 
CALCULATING  YOUR  BALANCE 


TOTAL  NEW  BALANCE 


RSP  deadline  is  Feb  29,  2008 


Non-Responsive 


Have  you  made  your  RSP  contribution  yet?  Talk  to  your  advisor  or  cafl  us  at 
1-800  ROYAL®  1-1  to  discuss  how  we  can  help  you  maximize  your 
contribution  and  help  achieve  your  retirement  goals. 


Previous  Statement  Balance 
Payments  &  credits 
Purchases  &  debits 
Cash  advances 
Interest 
Fees 

NEW  BALANCE 
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APPLICANT  COPY 


MARL IN  TRAVEL 
0-0  101017690 

MAIN  FLOOR,  9929  108TH  ST. 
EDMONTON,  AB     T5K  1G8 


BRANCH:  N61107 
GST  REG#  885101915 

PHONE:  78Q-425-8611 


TO:     CAPITAL  HEALTH 

SUITE  800,   NORTH  TOWER 
10030-107  ST 
EDMONTON  AB,    T5J  3E4 


LOCATOR  :  JGNN38 
OUR  REF  :  ZCH0022254C 
AGENT  :  MARG  PETERSON 


INVOICE 

INV  NO:  25937 

DATE:  29FEB08 

PAGE:  1 


FOR:  MR  AL  LAUD  IN  MERALI 
AC  115735615 
BA  16488100 


ITINERARY 


*  *  *  AIR /RAIL /BUS   *  *  * 

FROM  TO  CARRIER         FLT/CL     ST  DATE     DEPART  ARRIVE  MEALS  BAGS 

EDMONTON  INTL  TORONTO  AIR  CANADA  172     Y     GK  14MAR  12: 3  OP     6:13P  2PC 

E90 

AIR  CANADA  BOOKING  REFERENCE  NJMPYM 
E  TICKET  0142155590546 
SEAT  25D 

TORONTO  WASHINGTON         AIR  CANADA  312     Y     GK  14MAR     8:45P  10:09P  2PC 

E75 

AIR  CANADA  BOOKING  REFERENCE  NJMPYM 
E  TICKET  0142155590546 
SEAT  12D 

WASHINGTON         TORONTO  AIR  CANADA  8001   Y     GK  16MAR     9:00A  10: 3 OA  2 PC 

JET 

AIR  CANADA  J 

AIR  CANADA  BOOKING  REFERENCE  NJMPYM 
E  TICKET  0142155590546 
TORONTO  EDMONTON  INTL  AIR  CANADA  177     Y     GK  16MAR  12:05P     2 : 24P  2PC 

E90 

AIR  CANADA  BOOKING  REFERENCE  NJMPYM 
E  TICKET  0142155590546 
SEAT  13D 

-    -  ----COST     -    -    -        -        -    -        -   -  -    -    -  -- 

AIR  CANADA       TKT  NO     ACO  2155590546  (INCL  86.98       TAX)  795.98 

GST/HST  0.00 


CONTINUED  ON  NEXT  PAGE 

(    r^lAT  ^ 
676  V~  \JLS&° 


APPLICANT  COPY 


MARLIN  TRAVEL 

0-0  101017690 

MAIN  FLOOR,    9929  10BTE  ST. 

EDMONTON,   AB     T5K  1GB 


BRANCH:  N61107 
GST  REG#  885101915 

PHONE:    780- 425 -8611 


TO:      CAPITAL  HEALTH 

SUITE  800,   NORTH  TOWER 
10030-107  ST 
EDMONTON  AB,    T5J  3E4 


LOCATOR  :  JGNN38 
OUR  REF  :  ZCH0022254C 
AGENT  :  MARG  PETERSON 


INVOICE 

INV  NO:  25937 

DATE:  29FEB08 

PAGE:  2 


**  * 


SUB -TOTAL  EXCLUDING  GST/HST  &  APT  795.98 
TOTAL  GST/HST  0.00 
***  TOTAL  CHARGES  THIS  INVOICE  ***  795.98 
PAYMENT  BY  CA************3878  TKT  2155590546  795.98 

***  BALANCE  DUE  THIS  INVOICE  ****  0.00 
BALANCE  DUE  TO  DATE  0.00 
I  HAVE  BEEN  OFFERED  TRAVEL  INSURANCE  AND  HAVE 

ACCEPTED:  DECLINED:  .  .  .  .  

DOCUMENTATION  REQUIRED :  VALID  PASSPORT.  .  .VISA.  .TOURIST  CARD.  . 

.  .  .PROOF  OF  CANADIAN  CITIZENSHIP  AND  PHOTO  ID.  .  .  OTHER  

PLEASE  RECONFIRM  ALL  FLIGHTS  BETWEEN  48  AND   72  HOURS  PRIOR 

TO  EACH  DEPARTURE  DIRECTLY  WITH  THE  AIRLINE. 

OUR  PRIVACY  POLICY  CAN  BE  FOUND  AT  WWW.MARLINTRAVEL.CA. 
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Gorizafez,  Karen 


From: 

Sent: 

To: 

Subject: 


Hi  Trudy 


APPLICANT  COPY! 


Gonzalez,  Karen  jj 
Thursday,  March  13,  2008  1:56  PM  | 
'amersii@capitelheslth.ca1  fj 
Air  Canada  -  Electronic  Ticket, Itmerary/Recei|Sf 


3r 


t  was  ontfafeteUEgwtlw m^lws^^  « the  s^ce  to  Toronto  is  completely/ 

claj^  Even,  the  ^r  flights  earfier  m  the  day  are  full  as  well.  Space  until  the  end  of  March  is  pretty  muc 
vvsii  try  again  for  the  return,  jl 


Thanks 
Karen 


From;  Air  Canada  [masftDxonfirmatjon@aircanada.com] 
Sent;  Thursday,  March  13,  2008  9:33  AM 
To:  Gonzalez,  Karen 

Syiqecfc  Air  Canada  -  Electronic  Ticket  Itinerary/Receipt 

*******  PLEASE  DO  NOT  REPLY  TO  Tfiks  E-MAIL  ******* 
You  r  i4;p.§f  aite  is- ^wsf  frm eel 
Your  Itinerary  /  Receipt 

Tr^nk  you  for  booking  at  oircanadexcm. 
Keep  this  itinerary  /  recent  for  your  traveL 

Mair*  Contact  Information: 


Name: 
Email; 
Telephone: 
Booked  by: 

I  ATA: 


60S 793 5 


Questions  abctut  your  booking 
or  Att  Canada  on  I  me  services? 


sic 


HI  gift  aft&vsjs  sna  Departures 
On  w«sb 


Alert  hrte  of  flight  changes 


Eiactronic  Ticketing  confirmed,  This  is  your  official 
itinerary/ receipt. 


Booking  Reference; 


NJMPYM 


.Right,  £wrf/ 


AC172    Edmonfnn  Tn^rn^Honaf  OBI     T<WftO  Pearson  (OH)  ■ 

Terminal:  TX 


AC312    1[?ronto  pear?on  (ON)  - 
iermfna!:  Tl 


Washington  National  (DC} 
Terminal:  & 


ftftive_.  -Ffere-- Class 


Mar  14, 
2008 

r 

^;J0  18:13 
i' '. 

Mar  14, 

\,  • 
i: 

Executive 

ta-nn  irv^n 

678 


AC177- 


Tcrminalf  § 

Toronto  Pearson  (ON) 
Terminal:  T3 


Terminal;  Ti 


APPLICANT  COPY 


Edmonton  Internationa!  (AB) 


Mar  16, 


N^rne 

Frequent  FJyer  Pfan 
Ticket  Number 
fTmrif  *  r.a  M  fau  m  be  r 

Preference 
Special  Ne^ds 

Seat  Selection 


12:b5  14:24 


Mft  ALLAtiDIN  ^E&A&ll 

h  ■ 

Air  Orrada  Aer&ptan  Si£7p$a$£S 
0I4215G113S&5  ji 

AC312 -  3A 
AC800X -  5© 
AC177  -  13D 


In  the  event  chat  seat  selection  ?s  NOT  avaHabta  fnr  All  p^nnere  in  your  booldnp  on  th,_ 
saeetion  wiH  not  be  completed  and  you  wm  not  be  charged  (ffW  selection  chTr|es  wej 


Latitude     Disclaim  er/Avertissc 
ment  —  — — . 

-  This  email  and  any 
files  transmitted  with 
it  are  privileged, 
confidential,  and 
intended  solely  for 
the  use  of  the 
individual  or" entity  to 
whom  they  are 
addressed.  Views 
expressed  are  those 
of  the  author  and  not 
necessarily  those  of 
the  Corporation  or  its 
affiliates.  Any 
unauthorized  use  or 
disclosure  is 
prohibited.  Please 
notify  the  sender  if 
you  have  received 
iel  et,  s'il  y  a  lieu,  $e$  pieces  jointes 


of  your  trip,  seat 
bppHcabfe). 


ttxis  email  in  error.  Thank  yon  for  your  co-operation.  Le  present  coumei  et,  s  n  yaheu.  seS  p,«c*?  iointes 
constituent  des  renseignements  confidentiels  et  destines  an  seul  usagf  de  leurs  destinataires,  qu'il  s'agissc  de 
particulars  ou  d  orgamsrnes.  Les  optnions  qui  y  sont  exprimees  sontjceiles  de  l'auteur  et  ne  correspondent  pas 
neccssairement  a  celies  de  1'entreprise  ou  de  ses  affiliees.  II  est  interest  d'utiliser  ou  de  divuIguS  cT 
refinements  sans  automation.  Si  vous  avez  recu  ce  courriel  par  eW  veuillez  communiquer  avec  son 
expediteur.  Nous  vous  remercions  de  votre  collaboration.  — 


t 

l: 


2679 


Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.l7(l),  17(4)(g)(i) 


Name;  AluPHjlO^     ffte£4P  U 

Employee  Number: 

Union  Name: 

Position:     ^H££^e*  CPC 

Department:    P"(MA*Ut£,  *t  AOrrw^> 

Business  Phone:  M:D 

Period  From: 

^  to  IXffL^  so/oe 

Expenses  Paid  {please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

(including 
GST) 

^  if  GST 
included 

QOQO 

□ 

QD06 

^0  ( 

b^3  HD06 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

7S^ 


The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 


claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization 


behalf  from  Capital  Health  c 


Employee  Signature: 


Date: 


c/O 


By:SvAevUV-^A-rue(2.iei_ 

Title:  (^ec  u.  Pfc^s. 

Phone  # 

Date  OfV^  S>3/o£ 

Approved  By:  / 

(Print  name)  / 

Title: 

Phone  # 

(Signature)  f 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  ail  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable.  - 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL,  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chtef  Operating  Officer  or  Vice  President. 


H-0313  November  20D5 


EXAFf8EI©A<MT)HMW3Y 


Date 

 < 

Particulars 

Accomm.  $ 

Meal? 

Registration  $ 

Transportation  $ 

Other  $ 

Mileage 
km 

*  *  ^ 

fQ^X^  IK&   LI™  ^) 

 — -  X  

1  -^3^  

/  \  6  -DO 

nfe.  si>  e 

^         v  ..... 

- — 

f    |.  oo 

■   —    y^- 

< 

io-oo 

3  (do 

3oo 

f  3.  oo 

" — ™  — — — — ; — —  — 

— — ~ — - , , — 

/ 

\S-00 

Total  km 

@ 

$0.38 

(except  where 
coljective 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS 


1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $17.00  (rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  mea!  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts  provided  these  are 
reasonable- 
Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals 
organizatfons  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

■      Use  of  personal  automobile  -  From  June  1  f  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  1 5,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  r. 
year  with  receipts  m  accordance  with  Capital  Hearth  Policy.  If  union  contract  rates  differs  from  $0,38  then  contract  rate  must  be  used 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*      Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed, 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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||pj  Royal  Bank 

British  Airways  VISA  Platinum 

MR  ALLAUDIN  MERALf 

STATEMENT  FROM  MAR  15  TO  APR  15,  2008 


8.17(1),  17(4)(e.l) 

s.17(1),  17(4)(g)(i) 
s.17(1),  17(4)(e.l)ioF2 


Welcome  to  Terminal  5! 

British  Airways  now  has  the  largest  and 
possibly  the  most  luxurious  airline  lounge 
complex  in  the  world  at  London's  Heathrow 
Airport.  As  an  RBC®  BA  Visa*  cardholder,  you 
will  receive  5  BA  Miles  per  $1  spent  on  BA 
purchases  until  June  30,  2008. 


PREVIOUS  STATEMENT  BALANCE 
MR  ALLAUDIN  MERALI  - 


tfgpi^M  ^      IMPORTANT  INFORMATION 

'"-"-^on-Responsive 

BA  MILES  SUMMARY 


  s,17(l),  17(4)(e.l) 

MAR  25  THAT'S  AROMA  EDMONTON  AB  - 
MAR  25 NORMANDSRES'™ 
MAR  27 

APR  03 FAIRMONT  ROYAL  YORK  TORONTO  ON  -^^^^'$^20 
APR  04  J YEULOW  CAB  EDM0NT  ^     " $1576o" 

APR  05  HOTEL  IM   1 

TOTAL  NEW  BALANCE 


Earned  for  Visa  Purchases 

Total  Miles  earned  this  statement 


CONTACT  US 


Non-Responsive 


$56.00' 


Non-Re£ffifl§f(^ervice  /  Lost  &  Stolen        1  -800-769-2512 
Collect  Outside  North  America  (416)  974-7780 

British  Airways  1  ^00-955-2748 

Web  site  wwwbritishairways.ca 


PAYMENT  INFORMATION 


Join  us  in  working  toward  a  better  environment 

|  RBC  Royal  Bank*  electronic  statements  are  online  versions  of  your  paper 
statements  and  are  available  for  your  Personal  Deposit  Accounts,  Royal 
Credit  Line®,  RBC  Homelrne  Plan*  and  Visa*.  Access  and  manage  up  to  7 
years  of  statements  in  our  secure  archive.  Sign  on  to  Online  Banking,  select 
Edit  Profile  and  follow  the  links  to  change  your  statement  options. 


^T      ^  Minimum  payment 

Non-Responsive  Payment  due  date 
Credit  limit 


Royal  Bank  of  Canada  2007  Public  Accountability  Statement 

j  Royal  Bank  of  Canada's  2007  Corporate  Responsibility  Report  and  Public 
Accountability  Statement  Is  now  available  at  www.rbc.com/pas. 


Protect  your  Visa*  balance  with  BalanceProtector  Insurance 

|  While  we  all  would  like  to  believe  we'll  always  be  able  to  make  our 
monthly  Visa  payments,  sometimes  the  unexpected  can  change  our  plans. 
That's  why  it's  important  to  be  prepared.  Now  there's  affordable 
protection  to  help  cover  an  outstanding  balance  on  your  RBC  Royal  Bank* 
Visa.  BalanceProtector®  insurance  can  cover  you  in  events  such  as  death, 
critical  illness,  disability,  strike  or  involuntary  job  loss. 

To  enroll  in  BalanceProtector  insurance  or  for  more  information  call 


Available  credit 

Interest  rate  -  Interest  bearing  purchases 
Interest  rate  -  Cash  advances 

CALCULATING  YOUR  BALAM&Pn-ReSP°nsive 


Previous  Statement  Balance 
Payments  &  credits 
Purchases  &  debits 
Cash  advances 
interest 
Fees 

NEW  BALANCE 
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APPLICANT  COPY 


i 


TMftT55?,.ft|0{«l 

mm®     m  >« 

:i  ;     I*  POME  M  ft  I 


s.l7(I).  17(4)(c.D 


am. 


nmtmm  Kpe  m 


^  (?•  oo 


Mm 


APPLICANT  COPY 


41:4.:  f - -t- :  V^*^**  ^: 

TRANSACT  I  ON  RECORD= 

h 40RMAHDS  RESTAURANT 
IISS^A   JASPER  AUE 

TVFE;  PURCHASE 

Amounts  &■  14: 

Tip"  *  & 

PCCT a   

CREDIT  &  1^ 


CARD   NUMBER  2 

DATE      =    2e©S.--ei3-'2S  3 

T I  ME      *    19:       £  S3  ■   ... .',     .  ;, 

REF  . -  TRH#s  @@S©555 

T^G^e^S  1    &  EmF,    #s    117  V 
AUTTL#s  v0O3196^ 

TRANSACTION 
00*3        APRROUED  ©01 

THANK  VOU    ,  ,  ~~  „.,„,,.....^-..,,...  ,  

Cardholder  will   F-a.y    card  j 

issuer    the  above-  amount  .   ..........   ;  ., 

Fursuant    to    cardholder  :  ■■ "*  

a-g  reewie  nt. 
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THE 


Royal York 


100  FRONT  STREET  W 
TORONTO,  ON  M5J  1E3 
T  416  368  2511  F  416  368  2834 
G.S.T.  Registration  #  139445290 


APPLICANT  COPY 

Room  :  12138 

Folio  #  :  876788 
Cashier*  179 

Page  #  :    1  of  1 


Mr  Allaudin  Meraii 


s.17(1),  17(4)(g)(i) 


Arrival  :  03-31-08 
Departure  :  04-02-08 
Fairmont  President's  Club 

s.17(1),  17(4)(g)(i) 


Date  Description  Additional  information  Charges  Credits 


03-31-08 

Gold  Lounge  -  Beverages 

582284 

14,95 

03-31-08 

Room  Charge 

255.00 

03-31-08 

G.S.T.  -  Rooms 

12.75 

03-31-08 

P.ST.  -  Rooms 

12.75 

03-31-08 

Destination  Marketing  Fee 

7.27 

03-31-08 

G.S.T.  -DMF 

0.38 

04-01-08 

Gold  Lounge  -  Beverages 

582292 

14.95 

04-01 -Q8 

Room  Charge 

255.00 

04-01-08 

G.S.T.  -  Rooms 

12.75 

04-01-08 

P.SX- Rooms 

12.75 

04-01-08 

Destination  Marketing  Fee 

7.27 

04-01-08 

G.S.T.  -  DMF 

0.38 

04-02-08 

Visa 

XXXXXXXXXXXX9755 

total  606.20  606.20 


Balance  Due  o.QO 


GST  Su  mma  ry 

Room  26.26 
F&B  1.30 
Other  0.00 

Total  27.56 


Guest  signature 

Signature du; "client X  ■ .  ;  -.     ■  ■  -  ..  ■ 

For  information  or  reservations,  visit  us  at 
www.fairmont.com  or  call  Fairmont  Hotels  &  Resorts  from: 
United  States  or  Canada  1  800  441  1414 
Pour  information  et  reservations  visitez  notre  web  au 
www.fairmont.com  ou  telephoner  au  Hotels  Fairmont  de; 
De  £tats-Unis  or  Canada   1  800  441  1414 


I  agree  that  my  liability  for  Ms  bill  is  not  waived  and  I 
agree  to  be  held  personally  liabfa  in  the  event  that  the 
indicated:  person  ..  company  or  assoclaiiqh.  fails  to  pay  lor 
any  pari  Of  or  jho  full  arhciunt  of  these  charges,  Overdue 
balance  subject  to  a  surcharge  at  the  rata  of  1.5%  per 
month  after  one  month.  (19.56%  per  ahtiurn.) 
!  have  accepted  delivery  of  The  Globe  and  Mail.  Had  I 
refused,  I  would  have  been  efiglble  fora  $.76  (MorvFri) 
and  $1 .50  (Sat.)  credit  to  my  account  (At  pariicjpatlng 
hotels.) 


Je  ma  porte per^netlemflnt  rusponsabje  du  regtement 
total  de  ceUe  note  au  cas  ou  la  cMmpagrie,  i'assbriatiori 
ou  son  representant  designs  an  refuseraii  la  paiemsnt. 
Lbs  cpmptes  en  soujfrarice  sont  sujets  a  lin  inieret  da 
1,5%  par  mpis  apres  un  mols.  ( 1 9,56%  par  annee} 
J'ai  accepts  la  liwaison  du  )qijmat  The  Globe  and  Mail  SI 
J'avals  refuse,  J'aurais  pu  obtenir  un  credit  a  mon  cdmpta 
da  0,751  par  jour  {dulundi  au  Vendredi)  at  de  1  f50J  le 
Samedi,  (Dans  Jes  hotels  participants.) 


Thank  you  for  choosing  to  stay  wKh  Fairmo 

Merci  .cf  avoir  choisi  ies  Hotels  Fairmont 
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APPLICANT  COPY 


s.l7(l),  17(4)(e.l) 


"1 


■  |  (J  /  |  Q'  ^/ 


''0$SSBgm*  (780)  4P*3^& 


ADMI N  SSTRATiQN  (780)  465-6500 


GST".* 

FROM 

TO  ., 

PRiNTNAME  V 

CUSTOMER'S  SIGNATURE 

AUTR  WO, 

DRIVER  : 

.  UNIT  NO. 

TIME     ,  : 

DAY 

MO, 

m 

mmm 


ifiS  -  d- 


."  TARE' 

1  INTL 

GRATLffTY 

TOTAL 

'  f  '• ,-' 

■Q; 

o 
<± 

LLi 

P 


'  THE  ISSUER  OF  THE  CARD  tOENTIFIED  ON  THIS  ITEM  IS  AUTHORIZED  TO  PAY  THE  AMOUNT  SHOWN  AS  TOTAL  UPON 
PROPER  PRESENTATION.  I  PROMISE  TO  PAY  SUCH  TOTAL  TOGETHER  WITH  ANY  OTHER  CHARGES  DUE  THEREON 
SUBJECT  TO  AND     ACCORDANCE  WITH  THE  AGREEMENT  COVERING  THE  USE  OP  SUCH  CARD,  - 
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APPLICANT  COPY 


Fairmont  Hotel  Macdonald 
The  Harvest  Room 

352  Aleisha 


APR05'08  1:13PM 


1  STEAK  SANDWICH  26,00 
1  P0RTABELLO  SAND  18.00 


FAIRMONT  HOTEL  MACDONALD 
GS1*  846543619 

GRATUITY   __  


TOTAL 


ROOM  #   _ 

PRINT  NAME  ._.  

SIGNATURE   .   .  _ 

NOT  A  CREDIT  CARD  VOUCHER 
PLEASE  PAY  YOUR  SERVLK 


302/1 


CKK  1928  GST  2 


Food 
44.00  GST 
Total  Due  $46 


44.00 

2,20 
.20 
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APPLICANT  COPY 


CI TV  OF  EDMONTON 
LIBRARY  rmm. 
m  I  119326270  RT0001 


RcpiS  63290 

04/08/08  09:59  U  2  At  28  Txn«2O6306 
04/0B/0B  07:27  In   04/08/08  09:59  Out 
Tktff  379703 

Regular  Rate  $  9.52 

Total  Tax     $  0,48 

Total  Fee     $  10.00 

CASH  PAID      $  10.00- 

Casii  Tender  $  20.00 

Change  Due    $  10,00 


THANK  m 
G0HE  AGAIN 
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APPLICANT  COPY 


■■'r 


CITY  OF  EDHONTOH 
LIBRARY  PARKADE 
GST  ft  H9326270  RTOOOi 


RCPt«  20B43 

04/05/08  14:39  W  1  Alt  38   TxnSi36485  r 
04/05/08  12:57  In   04/05/08  14:39  Out 

tktft  378551  : ~ 

ReMar  Rate  $  0.% 

Total  Tax     $  0.05  !-  — 

Total  Fee     $  1.00 

CASH  PAID     %  ■  1.0D- 

Cash  Tender  $  5.00 

Change  Due    %  4.00 


THANK  YOU 
COht  AGAIN 


 r 
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APPLICANT  COPY 


CITV  OF  EDMONTON 
LIBRARY  PARKADE 
SST  ft  119326270  RTOW) 


ffrPtH  6362ft 

04/09/06  21:15  jj  2  AS  12  TwVWW 

Re£i?  Rate  I  2,8ft 

i otai  Tax     $•  o.id 

Total  Fee     $  3.00 

C^SH  PAID     $  3.0ft- 

tasfi  lender  I  3.00 

Changs  Due    $  o.OO 


THANK  YOu 

come  mm 
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APPLICANT  COPY 


CITY  OF  EDMONTON 
LIBRARY  PARKrIF 
5ST  8  119326270.  RT0G01 


H#§  rim  inu  Wm  mitt* 

ilcrs  382576 

Regular  Rate  I  m 

lotai  Tax     $  0J9 

Mai  Fee     $  4.00 
CASH  PAID  $ 

Cash  Texier   i  2o,0o 

flange  Due    $  i6„m> 


THfiNK  Mi 
COKE  AGAIN 


691 


APPLICANT  COPY 


city  of  &mm  i 

LIBRARY  Pfl&ABE 
GST  ft  119326270  RT0001 


fiCPdl  64884 

04/17/OB  12335  .  LI  2  t$  6  TxrMiM 
04/TO  07:35  in  04/17/08  12:10  Out 
M  384440 

Regular  Rate  $  13.35 

Total  Tax     f  0.67 

mi  Fee     $  14.00 

GS3H  PftIB     $  14.00- 

Cash  Tender  $  20.00 

Ghange  Due    $  6.00 


mm  W 
coke  mm 


r 
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APPLICANT  COPY 


CITY  OF  EDMONTON 
LIBRARY  PARKfflJE 
GST  3  119326270  RTOOOi 


Rcptfl  £.5837 

04/23/08  21s59  Lff  2  Aft  12  TxniJ013843 
04/23/08  18:29  In   04/23/08  21:59  Out 
TktS  387328 

BtegularRate  §  2.86 

Total  Tax     i  0.14 

Mai  Fee     $  3  M 

CASH  PAID     S  100- 

Cash  Tender  $  3.00 

Change  Due    $  0.00 


TMK  YOU 
COME  AGAIN 
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APPLICANT  COPY 


CITY  OF  EDHONTON 
LIBRARY  FflRKfiDE 
GST  it  11<3326270  RT0001 


KSllo?  LS  2  Alt  12  Txnf2l570? 
OA/28/08  18:09  In   O4/2B/08  2020'?  Out 
Tkttl  389794 

Regular  Rats  $  2.3b 

Total  Tax     *  Q..W 

Total  Fes     $  3.00 

Slit"  WIS     *  3.00- 
fiash  Tender  $ 

Change  Due    $  0.-00 


TfflNK  WU 
WE  flBMN 
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APPLICANT  COPY 

A- 


CITY  OF  EDMONTON 

library  ?mm. 

m  it  119326270  RT000I 


RtPtil  21869 

  04/30/08  22^37  Lft  1  fit?  35  Txml43157 

04/30/08  20:38  In   04/30/08  22:37  Out 
 ^     Tkts  310942 

feoulfif  Rata  I  2.B6 

Total  Tax     i  0,14 

Total  Fee     t.  3-0Q 

Cash  Tender  f  3.W 
  Chan*  Dub    $  0.00 
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Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Name:  AuUQuOiO  OlG^AU 


Employee  Number: 


Positron;     Vz  V£jC :    V  P  ±  C^D 


Business  Phone: 


Union  Name: 


Department: 


Period  FTom:Qf^n/®&~V(\&H  3i/o6    -  f^frU^HL/tf/^ 


Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed'/  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

^  if  GST 
included 

ao\ 

9ooo 

-uusgoooo  (o 

□ 

qooo 

"~!UlSO0OOO  fo 

□ 

^000 

SGO006  U 

/05-0O 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

K2& 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministe 
will  be  used  to  process  your  claim. 


a!)  Regulation  and 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


SK£By:   S^La  L3e»T^ 

aW-  Ceo 

Phone # 

(Signature)  /"^^j^^^ 

DateCCZ-^  H/o^ 

Approved  ByV_^  f 
(Print  name)  / 

Title: 

Phone  # 

(Signature)  f 

Date 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable, 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  the  other  side  of  this  form  for  expense  claim  limits. 


Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expen  ses  also  req  uire  approval  of  Chief  Operating  Officer  or  Vice  President 


1(T  Fl.t  10030 - 


H-0313  November  2005 


Date 

Particulars 

Accomm.  $ 

MeaiS 

Registration  $ 

Transportation  $ 

Other$ 

km 

— ^- — ■  ■■  — —  *  1 — 

j 

3   <%<J^xL  A^Ll^  sO-s-^r 

/ 

IT 

J  —  L— — — ^ — — 

—  "■  ■  -"1  

o  3s 

■ 

(oo.co 

■  170*. 

(1 

Hj  jr  ™  

~r        ■   — —  —   

> 

s 

Total  km 

@ 

$0.38  i 

(except  where 
collective 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS 


1 .  Meal  Allowances 

When  traveling  on  Capita!  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meat  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $10.00  (if  the  departure  time  is  eariier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $17,00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1 ,  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (Aprii  1  to  March  31)  and  $0.35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capita!  Health  Policy.  If  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel- 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


s.l7(l),i|7(4)(e.l) 


ACCOUNT  NO. 


/  10/10  V 
/n  BERU  J 


print  name 


jCUSTTpMEH'S  SjjGNATUn^   j  ^  r 


m.  (780)  462-3456 
(780)462-4444 


AUTH„  NO- 

.DRIVER 

;  UNIT-NO.,  ^ 

TIME  j 

DAY 

/  YRj  « 

'v.,v"-i,;/ii 

□ 
□ 


mi 

HARE 

;  inti'- 

GflATUmf 

TOTAL 

f        S.'       "  : 

>■ 

XL  . 
O 

o 
-ui; 

O  1 

3=:-.i: 
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Brentrt66dlB&^bfflQ^&  S| 

849  Verdier  Ave,  Brentwood  Bay 
BC,  V8M  1C5 

Tel.  250-544-2079  Fax  250-544-2069  Brentwood  Bay  Lodge  &  Spa 

849  Verdier  Ave  " 

 Brentwood  Bay,  BC 

V8M  ICS 


Merall,  Allaudin  & 


s.17(1),  17(4)(g)(i) 
s.17(1),  17(4)(g)(i) 


Arrival  Date  Apri 
Departure  Date  Apri 


250-544-2073 

Apr  21  200B    7:50  am         Trans*  26667 
TRANSACTION  RECORD 


S>Mo  Items 


Item  Description 


Sunday  April  20,  2008 

BBL  Label  Water  24/500mJ: 

Monday,  Apri!  21,  2008 

BBL  Label  Water  24/500ml: 


Card  Number 
Card  Entry 
Card  Type 
Trans  Type 
Amount 

Auth  * 
Reference  # 
Terminal  # 
Date 
Time 


KEYED 
VISA 

PRE-AUTHORIZATION  ADVICE 
$4,48 

037072 
0014280020 
66046606 
04/21/08 
07:50:04 


01/027   APPROVED  -  THANK  YOU 


Payment  Details 


Payment 
VISA 


Amount 
4.48 


CarSfioftJer  Signature 

Cardholder  win  pay  card  issuer  above 
amount  pursuant  to  Cardholder  Agreement, 


Merchant  Copy 


www.brentwoodbaylodge.com  GST#S65398416 


APPLICANT  COPY 


iL(  /  CHARGE  TO: 

s.l7(l),  17(4)(e!l) 

f  ■ 


mm. 


10/  10 
.ALL  AUDtH  HEBAt  i 


^(78b)  462-3456 
jlP  crao)  462-4444 

^  ^^^^pgliPN:  (780)  465^500 


AUTH.  1^07 

DRIVER 

unit  NOs, 

TIME 

DAY 

ivio. 

■  YR-  - 

CUSTQMEITS  SIGNATURE 

x  ■■■  \fi 


THE  ISSUER  Of  ThfE  CARD  IDENTIFIED  ON  THJS 


□  ' 


■  FARE 

r.  "  i  ■'  j  ■■■■ 

:  JNTL 

-  ! 

gMtuity 

'■-  -.  ."  t-  - 

TtJIBL 

- .  / .  -■  -v-  i  ■■  ■  ■ 

D: 

Q 

,ir 

UJ 

r 


-PROPER  PRESENTATION.  I  PROM  SE  TO  PAY  SUCH  TOtS 

SUBJECT  TO  AMD  ,N  AOCORDANc!EwfTTHPTHYE 5SSw  OT^^^^^S^^ 
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APPLICANT  COPY 


=TRAHSACTIOH  RECOR) 

HORMANDS  restauraht 

JASPER  AUE 
EDMONTON  rtB 

TVPE!  PURCHASE 

Amounts  *  16^.37* 

Til*:  *  25. 

ACCTs   

CREDIT  *  132.37- 


CARD  HUTBERs 

DATE      a  2QQS^©4^2S 
TIME      s  20S01S39 
REP-  /TRHtt:  0000^43 

AUTH- #=  CQe5&45> 

TRANSACTION 
©00        PlPPRQUED  ©01 
THANK  YOU 

Card  holder  ojill    rs.^  card 
issuer    thee-  aboge  amount 
pursuant   to  cardholder 
agreement. 

****  CUSTOMER**COPV  **** 


701 


APPLICANT  COPY 


s.l7(l).  17(4)(e.l) 


80k»y«s  -mi  010 

I:  6S-T  RHG  -NO  •' 


,ECPHY 
BATE  ■ 

mm  ■ 

mm 

F59476 

mas 

Sb  !     '  ..  ' 

RIVERS  ' 
SIG. 

DELIVERY 
FROM 


TO 


5525  IMPERIAL  STREET,  SURj^BY;  B.C.  V5J  1 E8  604-45M 1 1 1 


lu 

u_ 
u_ 

O 

CD 

<c 
-jz 

o 


receiver's 
Signature 


f         IIS    I  |  OTHER 


\  GST  INCLUDED 
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APPLICANT  COPY 


^vu*ch  IAX1  I TD 
362  INDUSTRIAL  AVE 
VANCOUVER  B  C   VGA  2P3 
684-871-1111 


DATE: 

PICK-UP  TIME: 
DROP-OFF  TIME: 
LOCATION: 
CAR  NUMBER: 
CARD  TYPE: 
CARD: 
EXPIRY: 
AUTH: 


28BB/85/B6 
16:38 
11:83 

673880-45824143836 
B818 
VISA  S 

***** 
APB73584 


FARE  ($):  35.88 
EXTRA  ($):  8.  88 

SUBTTL  ($):  35.88 


TIP  ($):_ 
TOTAL  ($): 


SIGNATURE: 


THANK  YOU 
VANCOUVER  TAXI  LTD 


703 


APPLICANT  COPY 


CHARGE  TO: 


ACCOUNT  NO. 


SlLAUDiH  H£  R  A  L I 


V 


s.T7(l),  17(4)(e.l) 
W^Meem  (780)  462-3456; 


'(780)462-4444 

AOMiNl§TRAtl^N  (780)  465-8500 


AUTH.  NQ.         ; ,  - 

^driver 

■  ■  UNfT  NO,  . 

TJME  ■ ,  ; 

DAY 

/  . 

MQ 

C1  P:*> 

FROM 

TO 

PRINT  NAME 


CUSTOMER'S  STATURE 

X 


m 


□ 

b 


FARE 

5S  ■ 

/TOTAL 

.  >  - 

O 

Q  = 
in 

Ui 
5- 

1" 

p  - 

O- 


THE  ISSUER  OF  THE  CARD  IDENTIFIED  ON  THIS  ITEM  IS  AUTHORIZED  TO  PAY  THE  AMOUNT  SHOWN  AS  TOTAL  UPON 
PROPER  PRESENTATION,  i  PROMISE  TO  PAY  SUCH  TOTAL  TOGETHER  WITH  ANY'  OTHER-  CHARGES  DUE  THEREON 
SUBJECT  TO  AND  IN  ACCORDANCE  WrTH  THE  AGREEMENT  GOVEBING  THE  USE  OF  SUCH  CARD.  "  ■ 
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APPLICANT  COPY 


F^rmont  Hotels  &  Resorts 
SiTnt  Hotel  Macdonald 
The  Harvest  Room  . 

10065-^00  Street 

Edmonton,  Alberta  T5J0N6 

(730)  424  5181 

CHECK: 

pyp  HfeTE:  XX/XX 


SUBTOTAL; 
GRATUITY 
TOTAL 
SIGNATURE 


ALLAUD1N  MERALl 


705 


APPLICANT  COPY 


==TRANSACTlON  RECORD**? 

NORMAND3  RESTAURfiHT 
1163^ A  JASPER  PrUE 
EDMONTON  AB   T5K  QM9 

TVFEs  PURCHASE 

Amount!  *  113.60 

Tip:  *  30.09 

fCCT-   — -  .  

CREDIT  *  l^.fe© 


CARD  NUMBERS 

DATE      =  2008^05.^12 
TIME      a    2@: 16:28 
REF.^TRH#=  0001123 

7*7*000-301  3  EmR.  #:  102 
AUTH  -  #t=     <  07-!5-43S  > 

TRANSACT  I  ON 
000        ARPROUED  001 
THANK  VOU 

Card holder  will    pay  card 
issuer   the  abc^e  amount 
pursuant    to  cardholder 
asreetnent, 

*****  cusTor-iER^crip^  **** 
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APPLICANT  COPY 


s.l7(l),  17(4)(e.l) 


ACCOUNT  Na 


all aud i h  s  nun.  -^Sm,M^ 


^(780)462^-3456 
(780)462-4444 


G.S.TJ 


UNIT  H&£ 

KB  y 


mo. 


FROIV|n.r  ~ 


PRINT  NAME 


CUSTOMER'S  SIGNATURE 

X 


45? 

.f. 

■  u 

FARE 

V  ■i'f>l^--''  i 

□■  . 

!  - 

mm 

GRATUITY 

i 

eg 

['.'□ 

TOTAL 

Q_ 

o 
o 
■u: 
.  us 


SCT  TO  WW  ^OTDA™  I  WITH  THE  AGREEMENT  OOVEBIMS  THE  USE  Or  SUCH  OATS).   ^  . 


707 


APPLICANT  COPY 


THE. HIGH  RUN  mjB 
4926    9STH  AUE 
ElDflDNTDN  m 


CARD       »*****»*»  «,^m 
CARD  TYPE  ; 
DATE  20f    ':a<  iCt 

TIME  0390  19:39:35 

CLERK  ID  OS 
RECEIPT  NUMBER  !*  U 

S3071 8030-001 ~1 65-046-0 


PRE- AUTHOR! ZAT I  ON 
AMOUNT  $50.66 

tip  i 


TOTAL-CAD 


|FPROfED  \A 

Mjthj*  o&oo?&\  01-027! 

?  THANK  YOU 

V(  Li 
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APPLICANT  COPY 


Fairmont  Hotel  Macdonald 
The  Harvest  Room 

121  GLORIA 


203/1  CHK  1638   GST  2 

MAY16'08  7:44AM 


1  OATMEAL  BERRIES 

15.00 

1  2  EGGS/TST 

11.00 

1  COFFEE 

3.00 

1  TEA 

4.00 

2  ORANGE  JUICE 

10.00 

Food 

43.00 

43.00  GST 

2.15 

Total  Due  . .  $45  .  1  5 

FAIRMONT  HOTEL  MACDONALD 
GST*  846543619 

GRATUITY  

TOTAL  2.1;  

ROOM  »  

PRINT  NAME  .  

SIGNATURE   

NOT  A  CREDIT  CARD  VOUCHER 
PLEASE  PAY  YOUR  SERVER 
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APPLICANT  COPY 


s.l7(l),;17(4)(e.l) 


CHARGE  TD:; 


ACCOUNT  NO. 


*m  (780)  462-3456 
figggggm  (780)  462-4444 

ADMINISTRATION  (780)  466-8500 


AUTH.  NO. 

DRfVEfl 

UNIT  NOt 

TIME 

i  DAY 

MO. 

€>  T 

YR. 

FROM 

/  i 
-■■  / 

...si 

TO 

/ 

PRiNT  NAME 

\ 

CUSTOMER'S  SIGNATURE  \ 

X           '  •.  - !.  0 

□ 

□ 
□ 


3106429 


FARE 

1NTL 

GRATUITY 

TOTAL 

V  50 

> 

o 
o 

DC 
UJ 


o 


THE  ISSUER  OF  THE  CARD  IDENTIFIED  ON  THIS  ITEM  IS  AUTHORIZED  TO  PAY  THE  AMOUNT  SHOWN  AS  TOTAL  UPnu 
PROPER  PRESENTATtON.  I  PROMISE  TO  PAY  SUCH  TOTAL  TOGETHER  WITH  ANY  OTHER  CHARGES  DUE  THEREON 
SUBJECT  Tp  AND  IN  ACCORDANCE  WJTH  THE  AGREEMENT  COVERING  THE  USE  OF  SUCH  CARD  i  ntHttJN 


710 


2800  ROCKCREEK  PARKWAY 


City 

1  KANSAS  CITY 


[State    jZip  Code 

MO  64117 


1/0 


Rate 

155.00 

Arrival 

05/13/08  TUE 

Departure 

05/14/08  WED 

Bonuses 

lType  CCARD 

|  Account 

XXXXXXXXXXXX9755  XX/XX 


DATE 

05/13 
05/13 
05/13 
05/14 


VISA 


DESCRIPTION 

CORPORATE  ROOM 
*KC  DEV  FEE 
*ROOM  TAX 
XXXXXXXXXXXX9755 

Total  Due 


was 
consumer 


How 

to 

or  call 
Thank 
Cheryl 
Executive 


67041240011 


No  frectuent  traveler  account  has  q§en  cre§f: 
To  enroll  in  Gold  Passport,  call  l-jflEWf 


your  stay?  Please  e-mail  your  da 
affairs  at  BMUEHLHA@H^A 
Tie  manager  on  duty  at  (8 16)398-47:*  1 
you  for  your  business, 
Harris 

Assistant  Manager 


For  billing  inquiries,  please  call  our  accounfing 
department  at  (816)398-4970. 


CHARGE/CREDIT 


155.00 
1.73 
23.60 
-180,33 


.00 


1yatt/V= 


cqpa#eiits 
TT.COM 


DATE 


DESCRIPTION 


CHARGE/CREDIT 


Signature 


/  agree  that  my  liability  for  this  bill  is  not  waived  and  I  agree  to  be  held  personally  liable  in  the 
event  that  the  indicated  person,  company  or  association  Jails  to  pay  for  any  part  or  the-  fill  I 
amount  of  these  charges. 
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APPLICANT  COPY 


iiflia-ili  STBEI 

mmm  m 

STORE  9%m  Ttfflflv|M275 

mi  89  3JF  I  382? 

it  VISA  it  WSSE  P/ft  is 

TlP/PeURBOIRE  *   


Taifli. 


s.17(1),  17(4)(e.l) 


m 
m?mm 


m  /22/B813-.U  .. 
978g8i881B28  8974?*/  i§i 
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APPLICANT  COPY 


Fairmont  Hotels  &  Resorts 
Fairmont  Hotel  Macdonald 
The  Confederation  Lounge 
10065-100  Street 
Edmonton,  Alberta  T5J0N6 
(780)  424  5181 
CHECK:  5189 
TABLE:  11/1 
SERVER:       152  Chad 
DATE:         MAY26'08  4:13PM 
CARD  TYPE:  VISA 
ACCT  t:  XXXXXXXXXXXX9755 
EXP  DATE:  XX/XX 
AUTH  CODE:  098264 

ALLAUDIN  MERALI 


SUBTOTAL:  29  . 40 

GRATUITY   

TOTAL   


SIGNATURE 


PLEASE  RETURN  A  SIGNED  CDPY 
TD  YOUR  SERVER 
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APPLICANT  COPY 


s.l7(l),  17(4)(eJi> 


CHARGE  TO: 


ACCOf  IMT  wn 


i 


i  0  i  i  0  V 


(780)  462-3456 
ESmSSm  (reo)  462-4444 

ADMINISTRATION  (780)  465-&00 


AUTH.  NO. 

TIME 

2AA 

□ 


2628524 


CUSTOMER'S^IGN^JURE   ,  ^ 


□ 


FARE 

INTL 

GRAiurry 

1  / 

TOTAL 

SUBJECT  TO  AND  IN  ACCORDANCE  WfTH  THE  AGREEMENT  COVERING  THE  USE  OF  SUCH  CARD.  * 
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APPLICANT  COPY 


s.l7(l),  17(4)(e.l: 


CHARfiF  Tn- 


ACCOUNT  NO. 


I  c  /  I  0  V 


■  / 

FROM  . 

s.17(1),  17(4)(g)(i) 


CUSTOMER'S  SfGMfrTURE 

X  ■ 


.:4WKBSiF$BHj  452-4444 


AUTH,  Na 

DRfVER  ■ 

l:7& 

TIME 

'  MO 

yr,  : .:; 

-7  ^ 

o 
o 

III 


in 


FARE 

Jim. 

i.        =  'f 

■           "                 -  1 

GRATUfTY 

f  " 

TOISL 

.3  ' 
O 


«  MCOmwci  Wmi  1HE  AGREiS^T  CoS        uTo^W3  "^IHeKS 
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Capital 
Health 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 

s.17(1),  17(4)(g)(i) 


Name:   $LU^dU3*fO  l7](~&VO 

Employee  Number: 

Union  Name: 

Position:  E^e^  O-O 

Department: 

Business  Phone:  ^1  <> 

Period  From:MftYl  to    Vna^f    5i/o^        -  f#4Mt&f& 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 

V  if  GST 
included 

30/ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation 
will  be  used  to  process  your  claim. 


and 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


Phone # 

(Signature)               f~~**~*^/L) a   \\  ^  A  J 

Approved  By:      s^/^  * 
(Print  name)  / 

Title: 

Phone  # 

(Signature)  / 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President. 


H-0313  November  20D5 
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uate 

Particulars 

Accomm.  $ 

Meal$ 

Registration  $ 

Transportation  $ 

Other  $ 

Mi  Ens rt a 
ivllJcctljt? 

km 

—  ■  --/ 

»  j3Jc^  

*  4>.OD 

3-cpo 

ft  i  * 

3.00 

It 

|    <  A 
(  t    —     L  o  U- 

s^cd 

:  >g  /-  

M  00 

0 

- 

>.>-•  •  ••. 

Total  km 

@ 

$0.38 

(except  where 
collective 
agreement 
specifies 

otherwise) 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Hearth  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $8.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  a.m.) 

Lunch  $1 0.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $17.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:00  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

Use  of  personal  automobile  -  From  June  1t  2005,  reimbursement  at  the  rate  of  $0.38  per  km  for  the  first  15,000  kilometers  of  approved 
travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0,35  for  each  kilometer  there  after.  Business  car  insurance  is  reimbursable  up  to  $260  per 
year  with  receipts  in  accordance  with  Capital  Health  Policy,  if  union  contract  rates  differs  from  $0.38  then  contract  rate  must  be  used. 
Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 
Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


erry  or  ebhontcn 

LIBRARY  PARKftDE 
GST  8  1.19326270  RTOOOi 


RcPtlt  66879 

05/01/08  15:35  Li?  2  Alt  12  Txnl?2i7316 
05/01/08  14:04  In   05/01/08  15:35  Out 

im  mm 

Regular  Rats  $  5.71 

Total  Tax     $  0.29 

Total  Fee     $  6.00 

CASH  PAID     $  6.00- 

Cash  Tender  %  20.00 

Changs  Due    $  14.00 


THANK  m 
COff  AGAIN 
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APPLICANT  COPY 


HTTV  OF  ESHQNION 

mm  mM. 

GST  8  119326570  RT0001 


05W  38:0S  In  05/02/08  21:21  ufc 
TW  391873 

Regular  Me  *  2.* 

Total  Tex  *  0,14 

Total  Fes  $  3.00 

CASH  PAIS  *  3.00- 

Cash  Tender  t  5.00 

Change  Due  $  2.00 


TIM  V0U 
COME  AGftlH 
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APPLICANT  COPY 


CITY  OF  EIMMON 

library  mm 

GST  8  115326270  RTOOOi 


RCPtH  67169 

05/03/08  10:54  L8  2  fifi  36  Txns218349 
0R/Q3/08  08:02  In   05/03/08  10:54  Out  ' 
m  392233 

Regular  Rate  $  0.95 

Mai  Tax     $  0.05 

Total  Fee     $  1.00 

CASH  PAID     $  1.00- 

Cash  Tender  $  LOO 

Change  Due    $  0.00 


thank  vou 

C0HE  A6fiIH 
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APPLICANT  COPY 


PREMIER  JEWELfeHfcf 
346  Southgate  Centre 
Edmonton,  AB  780-430-0730 

5/06/08  Bill  of  Sale  1:24PM 

Allaudin  Merali  T6H  1Y7 

Employee.'  KLH    Kendal      Bill#:  115750 

Item  Qty      Price  Total 

1       12.00  12.00 


Qua 
Gross 


12.00 


Discount  q'qq 


Subtotal  12  00 

G.S.T.  (133220939RT)  n.*60 


Net  Sale  12.60 

-Paid  by- 
Visa  12.60 

merchandise  must  be  returned  within 
1 4  days  for  exchange  or  credit  note. 

Thanks  for  s^-.  •  .:ier  Jewellers 
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APPLICANT  COPY 


1  1 
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APPLICANT  COPY 


IplOfttOft  LIBRARY  PARKADE  ^  58?3 

OFFICIAL  RECEIPT 


Date: 


D-tf^  for  Daily  Parking 

Received  the  sum  of  $  — — —         ~  " 

A  ,  — —   ?A  ) 

Attendant:  — .   \  / 

you  for  your  patronaSe 
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APPLICANT  COPY 


[lit  Y «  u  miv  btiau>  ^  
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APPLICANT  COPY 


mm  lot  310! 

TEUJS  PLAZA  PARKAOE 

gst  mmi  m  mm 


05-12-2000  m  Si 

05-12-2008  mim 

CASH  6,00 
ITEM  i 

icl      m9 13-mn 
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APPLICANT  COPY 


■  cffiADft  place  parkabe 

f  OPERATED  BY  IMPERIAL  PARKING 
h  FOR  THE  CITY  OF  EBKONTOi 


mm  73S2 

fe®/15/08  22:16    IS  1  AS  49    TxrHI  21315 

f  -mm/ffi  17:35  In   (6/15/08  22:16  Out 

wtegular  Rate  $  4.76 

Plata!  Tax     $  0.24 

r%tal-  Fee     $  5,00 

If' CASH  PAID      $  5.00- 

f *flteft  Jenifer  $  5.00 

pffifcge  Due    $  0.00 

tefflAMC  VQU 

f-«  APPRECIATE  VDUR  BUSIWS8 
NfflE  AGAIN 
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APPLICANT  COPY 


II  LOT  mA 
THUS  PLAZH  PAPKAlC 
GST  880731  5638  RTvOfe 


{£-16-2008  FRI  t!i 
OH6-2008  010.7181 

i  1/2  WW.  6.00 
CASH  6.00 

ITEh  1 

hi      7102  rn-vm 
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APPLICANT  COPY 


GST  180731  RTOOfts 


f  05-22-2008  m  ft 


728 


APPLICANT  COPY 


wflRK  LOT  iilOi 

w€?m  ?mm.  _ 

%  iiR8731  561  RT0UU6 

ffi-Z3-200B  FRI  SI 

810.78121  _ 
2H0UR  J-*. 
CASK  H.UO 


ITER  ^ 

id         '  *  *°Ln 
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APPLICANT  COPY 


730 


APPLICANT  COPY 


RcPtii  70?% 

i;5/2r/)S  18f.ll  Tr.  :mk 
Regular  Rate  I 

CIS1;  PAID      $     :  V 
0-Sr  T>rv;--:-    *  Vln 


TU/*.,lJiV    vr.i ; 

:0rl 
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APPLICANT  COPY 
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Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #2 


Name:       ftU-AuOliO  flftttftd 

Employee  Number: 

Union  Name: 

Position:  ^EL^fcC-  \HPi  CPO 

Department:    f\op^c^4~  $C*m/0 

Business  Phone:                                     Period  From^ ^ue \/oE         to      T3w^£  3D/X5  & 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bai  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

Qooo 

□ 

~)\i{SDOO0O&>  | 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Totai 

□ 

The  information  on  this  form  Is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have  reviewed  the  expenses  arid  rate  at  which  mileage  is  being  claimed. 


Approved  By: 

(Print  name)             —  -  *~ 

Til  ^ 

Phone  # 

(Signature) 

Date 

Approved  By: 

f Print  name) 

Title: 

Phone # 

(Signature) 

Date  f 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  Included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable, 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  . 
processed  the  following  week. 

For  a  EE  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  ^CH-^^^'n  advance  authorized  by  a  COO  or  VP 

CH-0313  Febniarv,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 

Staff  Local  Travel  -  Taxi  ~  62410001 

Staff  Travel  -  UNA  -  6241 0002 

Staff  Provincial  Travel  -  62412000  {all  expenses} 


«  Catering  -  69600000 

*  Meals -62410000 

*  Mileage  -  6241 0000 

*  Course  Registration  &  Materials  -  61030000 


Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Accomm.  $ 

Meafs 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

MitaanA  km 

•'■■•m> 

— w 

Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  {rf  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  persona!  automobile  -  From  March  1 , 2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

*.  Business  car  insurance  Is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1 .  Monthly  travei  in  excess  of  340  kilometers;  or 

2.  Monthiy  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

*  Includes  aii  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  Is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500, 
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Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #2 


Employee  Number: 

Union  Name: 

Position:  &l€C.    MP  c  O^O 

Department:  ^m«- 

Business  Phone:     M^O~t  *  3  ^  ^  ^ 

Period  From:   O^o£  t  /  0        to                    15  /o 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Lranaaian  $ 
(including 
GST) 

✓  if  GST 
included 

□ 

□ 

-Aim  t-b<**v 

□ 

□ 

Less  Cash  Advance 

□ 

Tota*                                      Anrsouo-r  0^^&  To    C  U 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


JESS1*  /^WV 

Phone  # 

(Signature)  J^^^L^A^ 

Approved  By:  Tme: 

fPfint  name} 

Phone*  ^ 

(Signature) 

Date  t 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  , 
processed  the  following  week. 

For  alt  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  198)  in  advance  authorized  by  a  COO  or  VP 

735 

CH-0313  February,  2007 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 
Staff  Local  Travel  -  Taxi  -  62410001 
Staff  Travel  -  UNA  -  6241 0002 
Staff  Provincial  Travel  -  62412000  {all  expenses) 
Staff  Out  of  Province  Travel—  62414000  (all  expenses) 


Catering  -  69600000 
Meals -62410000 
Mileage -62410000 
Course  Registration  t 


Materials  -  6103G00D 


Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Ac  co  mm.  $ 

Meals 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

Mileage  km 

 ~H  „  

...  _ 

Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

EXPENSE  LIMITS 

1 .  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  pjn.) 

Dinner  $25.00  (If  the  departure  time  Is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1,  2006,  reimbursement  at  the  general  rate  of  $0,43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 , 2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daiiy  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  I n  eludes  ail  forms  of  transportation  costs,  including  taxis  and  buses  for  focal  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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® 


Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(in  Canadian  Dollars) 


Attachment  #2 


0 


N&me: 


Employee  Number: 


Union  Name: 


Position:  F_^g.c_Xj  CFU 


Department: 


Business  Phone:   MrCn  '  3b  S  ^ 


Period  From: 


^zz^e  v  /  oe   to   ^JL^  \&  ^/j 


Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non -Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

Q0DQ 

ff  10.30 

□ 

CfOOO 

fa  33  \UQOO 

□ 

Sol 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

*  13 ~U  lO 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


Date: 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Approved  By:^, 

(Print  name)  1 

Title: 

Phone  # 

(Signature) 

Date 

Approved  By; 

f Print  nanrn) 

Title: 

Phone  # 

(Signature) 

Date  f 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  aff  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  In  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  marl  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  FL,  10030  ~ 
1 07  Street  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH^^in  advance  authorized  by  a  COO  or  VP 

CH-0313  February,  2007 


APPLICANT  COPY 

XPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff  -  62410000 
Staff  Locai  Travel  -  Taxi  -  6241 0001 
Staff  Travel  -  UNA- 62410002 
Staff  Provincial  Travel  -  62412000  (all  expenses) 
Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 


Catering  -  69600000 
Meals  -62410000 
Mileage -62410000 

Course  Registration  S  Materials  -  61G30000 


EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meai  allowance  of: 

Breakfast       $10.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $1 5.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1 :00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meai  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

*  Use  of  personal  automobile  ™  From  March  1, 2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

*  Business  car  insurance  is  reimbursabie  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

*  Effective  March  1 , 2006T  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager, 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

*  If  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

*  Includes  ail  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

*  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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Capita!  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #2 


Name:       A  ULAuO^  fT\fe£&U 

Employee  Number: 

Union  Name: 

Position:  d^ee  \/P^  C^O 

Department: 

Business  Phone:  1 8  O   U  -^bS^ 

Period  From:                               to   .  ftuj£>~^/  Q& 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

5km 

n\\\^O0Q0Oh 

/©or 

□ 

ROCD 

*  b<tfc<  6<3 

<?oe>o 

a.oo 

□ 

°^OOD 

a-a  ,63 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

1 — 1 

L_l 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature: 


y  behalf  from  C; 


Date: 


I  hereby  certify  that  t  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


6 


Approved  By: 

(Print  name) 


Phone  # 


(Signature) 


ft  l6  fcie-Tfl-   UeAcTM    S  e  eu  v  c£  s 


Date 


Approved  By: 
(Print  name)  


Phone  #  -/Vy^/ 


NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  , 
processed  the  following  week. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10ih  Fl„  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  lpjj)^n  advance  authorized  by  a  COO  or  VP 

CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 

«     Local  Travel  -  Staff  -  6241 0000 

•  Staff  Local  Travel  -  Taxi  -  6241 0001 

•  Staff  Travel  -  UNA  -  62410002 

*  Staff  Provincial  Travel  -  62412000  (all  expenses) 

*  Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 

©  Catering  -  69600000 
e  Meals  -62410000 

•  Mileage  -  6241 0000 

*  Course  Registration  &  Materials  -  61030000 

Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

nL>lMJ||  1 1 II.  ^ 

Meals 

Course 
Registration 
&  Materials 

Transportation  $ 

Other 

Mileage  km 

*  Si  5.53 

i 

 ~f — 

■Svl^£\  fa 

*  100. oo 

i36£t-^^0  """" 

 1  

—  

^  i 

I — 

 T\  ' — Ogjh&TT  

GlCG-h  ) 

Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

EXPENSE  LIMITS 

1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (ff  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1 ,  2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise).  "  k 

\  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy. 

•  Effective  March  1 ,  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1 .  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  ff  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  ail  forms  of  transportation  costs,  i  nciuding  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 
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APPLICANT  COPY 


INVNO30925FORZCH0026826C.txt 
MARLIN  TRAVEL  BRANCH:  N61107 

0-0  101017690 

MAIN  FLOOR,  9929  108TH  ST,  GST  REG#  885101915 

EDMONTON,  AB    T5K  1G8 

PHONE:  780-425-8611 


TO:     CAPITAL  HEALTH 

SUITE  800,  NORTH  TOWER 
10030-107  ST 
EDMONTON  AB,  T5J  3E4 


LOCATOR  :  QZ2BFS 
OUR  REF  :  ZCH0026826C 
AGENT  :   KAREN  GONZALEZ 


INVOICE 

***  D  U  P  L  I  C  A  T  E  ***  INV  NO;  30925 

DATE:  31JUL08 

page:  1 


for:  MR  ALLAUDIN  merali 
AC  115735615 
BA  16488100 


ITINERARY 


AIR/RAIL/BUS 


FROM 
EDMONTON  INTL 


CALGARY 


TO  CARRIER  FLT/CL 

CALGARY  AIR  CANADA  8139  B 

D8  (300  SERIE 

AIR  CANADA  J 

AIRCANADA  CONFIRMATION  NBI6CV 
AIRCANADA  TICKET  0142160333669 
EDMONTON  INTL  AIR  CANADA  8150  B 
D8  (300  SERIE 

AIR  CANADA  J 

AIRCANADA  CONFIRMATION  NBI6CV 
AIRCANADA  TICKET  0142160333669 


ST  DATE 
GK  15JUL 


DEPART  ARRIVE  MEALS 
10:00A  10:54A 


BAGS 
2  PC 


GK  15JUL    3:30P  4:20p 


2  PC 


COST 


AIR  CANADA      TKT  NO  ACO 


2160333669 


(INCL  44. 


80  TAX) 
GST/HST 


SUB-TOTAL  EXCLUDING  GST/HST  &  APT 
TOTAL  GST/HST 

TOTAL  CHARGES  THIS  INVOICE  *** 

PAYMENT  BY  CA************3878  TKT  2160333669 

BALANCE  DUE  THIS  INVOICE  **** 

BALANCE  DUE  TO  DATE 

I  HAVE  BEEN  OFFERED  TRAVEL  INSURANCE  AND  HAVE 

ACCEPTED :  .  DECLINED:  .  

DOCUMENTATION  REQUIRED :  VALID  PASSPORT.  .  .VISA 
...PROOF  OF  CANADIAN  CITIZENSHIP  AND  PHOTO  ID. 
PLEASE  RECONFIRM  ALL  FLIGHTS  BETWEEN  48  AND  72 
TO  EACH  DEPARTURE  DIRECTLY  WITH  THE  AIRLINE. 


336.80 
0.00 


336.80 
0.00 


336.80 
336.80 
0.00 
0.00 


MARLIN  TRAVEL 

0-0  101017690 

MAIN  FLOOR,  9929  108TH  ST. 

EDMONTON,  AB    T5K  1G8 


BRANCH :  N61107 
GST  REG#  885101915 
PHONE:  780-425-8611 


TOURIST  CARD.. 

..  OTHER  

HOURS  PRIOR 

CONTINUED  ON  NEXT  PAGE 


TO:     CAPITAL  HEALTH 

SUITE  800,  NORTH  TOWER 
10030-107  ST 
EDMONTON  AB,  T5J  3E4 


LOCATOR  :  QZ2BFS 
OUR  REF  :  ZCH0026826C 
AGENT  :  KAREN  GONZALEZ 


Page  1 
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APPLICANT  COPY 


INVNO30925FORZCH0026826C. txt 

INVOICE 

***  DUPLICATE  ***  INV  NO:  30925 

DATE:  31JUL08 

PAGE:  2 


OUR  PRIVACY  POLICY  CAN  BE  FOUND  AT  WWW.MARLINTRAVEL.CA. 


page  2 
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Mr  Allaudin  Merali »  Booking  confirmation 

APPLICANT  COPY 


Corrigan,  Trudy 


Page  1  of  4 


From:    Gonzalez,  Karen  [karen.gonzalez@mar!intraveLca] 
Sent:      Monday,  July  14,  2008  2:25  PM 
To:        Corrigan,  Trudy 

Subject:  Mr  Allaudin  Meraii  -  Booking  confirmation 


Hi  Trudy, 

Here  is  Allaudin's  new  ticket  for  Wednesday, 
New  Ticket- 16th  of  July 


Thanks 
Karen 


******  PLEASE  DO  NOT  REPLY  TO  THIS  E-MAIL  ****** 


Itinerary/Receipt 


Learn  what  you  can  do  with  this 
barcode 


Your  booking  is  confirmed. 

Please  print  this  itinerary /receipt  for  your  reference. 

Thank  you  for  choosing  Air  Canada  and  we  look  forward  to  welcoming  you  on 
board. 

Booking  Date:   Jul  14,  2008    Passengers:    Mr  Allaudin  Merali 
Agent  Name:  kare 
Agent  ID:  6087935 


Reduce  your  carbon  footprint! 

You  can  now  take  the  initiative  to  directly  offset  the  carbon  emissions  of  your  flight.  Air  Canada  and  Zerofootprint  have 
partnered  to  allow  you  to  make  a  difference  for  the  environment. 
Offset  now  |  Learn  more 


Booking  Information 


Booking  Reference; 


NBI6CV 


Electronic  Ticketing  confirmed.  This  is  your  official  itinerary/ receipt. 
Main  Contact: 

Marl  in  Travel 

karen.gonzalez@marlintravet.ca 
1-780-4258611 


Customer  Care 

Air  Canada 

1-888-247-2262 


Flight  Arrivals  and  Departures 

1-888-422-7533 


7/14/2008 
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Mr  Allaudin  Merali  -  Booking  confirmation 

APPLICANT  COPY 


Page  2 


Online  Services 

Alert  me  of  flight  status  changes  directly  to  my  mobile  phone  or  email. 
Flight  Arrivals  &  Departures  -  check  online  if  my  flight  is  on  time. 
Check-in  online  and  print  my  boarding  pass. 
  *  Can  my  booking  be  changed  onijne?_ 

Flight  Itinerary       


Flight 


From 


Edmonton,  Edmonton 

AC8139*     IntM  <YEG> 
^01^       Wed  16„Jul  20O8 

10:00 

Calgary  (YYC) 

AC8150*     Wed  16-Jul  2008 
15:30 


To 

Calgary  (YYC) 
Wed  16-Jul  2008 
10:54 

Edmonton,  Edmonton 
Int'i  (YEG) 
Wed  160ul  2008 
16:20 


Stops     Duration  Aircraft 


0hr54 


0hr50 


DH3 


DH3 


Fare 
Type 

Tango 
Pius 


Tango 
Plus 


Meal 


♦Operated  by  Air  Canada  Jazz 


Passenger  Information 


Passenger  1:  Adult 

Name: 


Mr  AHaudin 
Merali 


Frequent  Flyer  Pgm  :  Air  Canada  -  Aeroplan 


Ticket  Number:         0142160436435  Program  Number: 

Meal  Preference:       Regular  Special  Needs: 

Sport  equipment(s):  None 

Seat  Selection:         ACS  139  2C  ,  AC8150  2D 

Credit  Card:  xxxx~xxxx-xxxx-387S 


s.17(1),  17(4)(g)(i) 


None 


Additional  charges  and/ or  refund  summary 


Additional 
charges 


Airfare  (includes  Surcharges) 

Taxes,  Fees  and  Charges 
Number  Of  Passengers 
Total  Additional  Fare 

Extra  Charges  (Change  Fee) 

Change  Fee 

Number  Of  Passengers 

Grand  Total  -  Canadian  dollars 


0.00 


0.00 

100.00 

1 


$10G.0G 


The  following  charges  (tax  inclusive)  will  appear  on  your  credit  card  statement: 
Air  Canada:  $100.00  (Change  Fee  per  ticket) 
Ticket  number(s):  0142160436435 

Important  Information   m__mmMmp_  __™ 

Please  review  this  itinerary/receipt  and  should  you  have  any  questions,  please  call  1-888-247-2262  within 


7/14/2008 
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Mr  Allaudin  Merali  -  Booking  confirmation 

APPLICANT  COPY 


Page  3  of 4 


24  hours  of  receipt  of  this  itinerary/ receipt. 
Before  You  Go:  A  'To-Do*  List 

Travel  Documents 

Air  Canada,  in  accordance  with  government  regulations,  will  be  checking  photo  IDs  at  the  departure  gate 
for  all  passengers  who  appear  to  be  over  12  years  of  age  for  travel  within  Canada.  The  name  on  the  ID 
must  match  the  name  used  on  your  itinerary/receipt.  If  you  are  travelling  to  a  foreign  country,  it  is  your 
obligation  to  obtain  all  necessary  travel  documents  such  as  a  passport  or  visa,  as  directed  by  embassies 
and  consulates,  AH  passengers  including  Canadian  and  U.S.  citizens  are  required  to  present  a 
valid  passport  when  traveling  by  air  between  Canada  and  the  United  States.  In  addition,  you 
must  present  your  itinerary/receipt  to  immigration  authorities,  if  requested.  Learn  more 


Carry-On  Baggage  Policy 

Oversized  carry-on  bags  are  not  permitted  on  our  aircraft,  and  may  cause  flight  delays  for  all  passengers. 
Please  ensure  your  carry-on  bags  are  inside  the  maximum  allowed  size  as  indicated  below;  they  are 
required  to  fit  in  the  double-size  verification  device  at  check-in  or  boarding  time. 

Items  which  fall  within  the  2-piece  carry  on  allowance  include:  One  (1)  carry-on  bag  or  suitcase  (wheels 
and  handles  includes  in  the  size)  and  one  (1)  personal  article  like  a  briefcase,  laptop  computer,  diaper 
bag,  camera  case,  cartons  or  other  similar  item.  Learn  more  about  Carry-On  Baggage  restrictions. 


Maximum  Size      j  Maximum  Weight 


„   ,     ,    .    ...  I  23cm  x  40cm  x  55cm  !  10  kg 

j  1  standard  art.de  |    9»  x  15.5»  x  21.5«    j  22 

\  A  i    ■,■>  |  \  16cm  x  33cm  x  43cm  \  10  kg 

!  *  Phonal  article  j       6„  x  13«  x  17„  22  ,bS 


Checked  Baggage  Policy 


Ensure  your  checked  bags  are  properly  identified.  Please  do  not  pack  valuables  in  your  checked  baggage. 
The  baggage  allowance  rules  stated  herein  do  not  apply  to  passengers  who  have  specifically  declined  the 
checked  baggage  option.  Learn  more  about  Checked  Baggage  restrictions. 


Economy  Class 

1  or  2  bag(s) 
(view  complete 
baggage  allowance) 

Executive  Class 
Executive  First 

Up  to  3  bags 


Maximum  overall 
measurement 

(Length  +  Width  +  Height) 

158cm 
62" 


158cm 
62" 


23  kg 
50  lbs 


23  kg 
50  fbs 


Maximum  Weight 


Bags  weighing  between  24kg  -  32kg  (51  lbs  -  70 
lbs)  will  be  subject  to  excess  fees  payable  at  the 
airport. 


Total  weight  of  the  three  bags  must  not  exceed 
69kg  (150lbs). 


Note: 


»  Checked  baggage  above  32  kg  (70  lbs)  will  not  be  accepted. 

•  Baggage  allowances,  including  those  for  children,  may  vary  on  Star  Alliance  partners  for 

connecting  or  return  flights,  or  for  travel  within  Europe,  Africa  or  Australia.  Please  contact  the  Star 
Alliance  partner  for  further  information, 


Flight  Confirmation 

Although  reconfirmation  of  flights  is  not  required,  we  strongly  recommend  that  you  check  your  flight 
status  online  at  aircanada .com  or  by  calling  our  flight  information  system  at  1-888-422-7533  prior  to 
your  departure. 
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Page  4 


Schedule  Change 

If  a  schedule  change  occurs  more  than  48  hours  prior  to  departure,  the  main  contact  wifl  be  notified  by 
email.  If  a  schedule  change  occurs  within  48  hours  of  departure,  the  main  contact  wifi  be  notified  by 
phone. 


Travel  Insurance 

Protect  your  travel  investment  and  also  protect  yourself  against  the  high  cost  of  medical  expenses  while 
out  of  province.  Purchase  travel  insurance  offered  by  Air  Canada  and  underwritten  by  RBC  Travel 
Insurance  Company  by  calling  1-866-610-7102.  Enjoy  your  trip  knowing  you  are  properly  protected. 


Travel  insurance  purchased  is  solely  and  directly  offered,  provided  and  underwritten  by  RBC  Travel  Insurance  Company  {"RBC")- 
Air  Canada  expressly  disclaims  any  responsibility  in  regard  to  any  travel  insurance  purchased  by  the  customer  from  RBC 
Insurance, 


Check-in  and  Boarding  Times 


You  must  obtain  your  boarding  pass  and  check  in  any  baggage  by  the  check-in  cut-off  time  shown 
below.  We  recommend  allowing  plenty  of  time  at  the  airport  for  check-in/  especially  if  you  have 
baggage  and  for  security  checks, 

You  must  also  be  available  for  boarding  at  the  boarding  gate  by  the  cut-off  time  shown  below. 
Failure  to  meet  the  boarding  gate  cut-off  time  may  result  in  the  loss  of  your  assigned  seat,  the 
cancellation  of  your  reservation,  and  your  ineligibility  for  denied  boarding  compensation. 


Check-in 


Within  Canada 
To/from  USA 
To/From  international 
Exceptions: 

From  Beijing  and  Shanghai 
From  Delhi 
From  Tel  Aviv 


Recommended 
60  min. 
90  min. 
120  min. 

150  min. 
210  min. 
180  min. 


Cut-off  time 
30  min. 
60  min. 
60  min. 

60  min. 
60  min. 
60  min. 


Boarding  Gate 

Cut-off  time 

20  min. 
20  min. 
30  min. 

30  min. 
30  min. 
30  min. 


Information  and  Services 

Visit  our  Information  and  Services  section  at  aircanada.com  to  find  all  the  information  you'll  need  to  plan 

your  trip.  Learn  more  about  travel  documents,  baggage  information,  health  tips,  Maple  Leaf™  Lounges 
and  a  preview  of  onboard  meals  and  entertainment 


Carriage  of  pets 

Please  read  important  information  regarding  carnage  of  pets  in  the  Travelling  with  your  Pet  section. 


□ Reduce  your  carbon  footprint! 
You  can  now  take  the  initiative  to  directly  offset  the  carbon  emissions  of  your  flight.  Air  Canada  and  Zerofootprint  have 
partnered  to  allow  you  to  make  a  difference  for  the  environment. 

Offset  now  [  Learn  more   
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NORMAND'S  FINE  REGINAL 
CUISINE 
11639  A  JASPER  AUENUE 
EDMONTON  AB  TSK  0M9 

MER  &  7630760S5S 
TERM  S  76065S01 
CLERK:  log  ^iOOZ 
AUTHJts004S49 
TRANS  it  s 0000023  s 


CARD  »**»*»**a«**3Q7Q 
GRED I ^MASTER  CARD 
DATE  2008/-07/16 
TIME  I9i38;10 
RECPT    76Q6S601 -002-0023 


PURCHASE 
i^lOUNT 
TIP 
TOTAL 


$172,04 
$30 .00  l[ 
1202.04  f: 


TRANSACTION 
APPROVED  -  0000 

THANK  VOL! 
CUSTOMER  COPY 


NORHRNDS  FH€  REGIONAL  OJTSINE 
GST#E123i63S02 

9  L¥LE 


TBI  14/1       CHK  168         GST  n 
JULl&'OS  05:iOPM 

iZEwrm  58  JO 

2  SBfiNER  SPECIAL*  71,99 

1  *FISR  SPECIAL*  28.95 

2  COFFEE  .  5,00 


SUBTOTAL 
G.S.T. 
TQTfil,  DUE 


163.85 
8 .19 
172.04 


Ut  MUSSEL  HONDflVS  4  STVLES  IS* 
4  POTS  4  SfiUCES  21,95 

PLEfiS^  W/- SERVER 
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k$$4    -  To  _ 


s.17(1),  17(4)(e.l) 


CHARGL  TO:  ■ 

ACCOUNT  NO. 

11/  fcO 

|:-L  I 

as.T.#  ,  ■ 

FROM        ^  . 

.  tX^;^"'/r 

■/■  yy 

to.   .    :  , '  ".  ■  ■ 

t  ■  ■ 

print  name            .  \    . -   ;     .    v  .  .; 

CUSTOMER'S  SIGNATURE 

X£  ■ 

ism  '(78oy462?345® 

;^njp^^)N  (ZflOJ,  465-8500 


AUTH.  NO.  ,         :  ;  > 

i-DFtlVER 

..^WITNC^ 

TIME     ,       ;        r-  ■ 

"DAY. 

,  *  MQ^ 

•  '  YR. 

^/ 

II 

□ 


W?'        W  f  '■ 


FARE  -. 

-■ 

:  ,  ik^ '  - 

GRATUITY 

TOTAL 

■  -j  y  ■ 

■  ©:. 

LU\ 

o 

co 
r> 

r:o--: 


THE  ISSUER  OF  TH  E  &A?ID  iDENTlEiED  ON  THIS  ITEM  IS  AUTHORIZED  TO  RAVTH  E:  AMOUNT  SHOWN  ASTOTAL  UPON 
PROPER  PRESENTATION.  (  PROMISE  TO  PAY  SUGH  TOTAL  TOGETHER  WITH  ANY  OTHER  CHARGES  DUE  THEREON 
SUBJECT  TO  AND  IN  ACCORDANCE  WITH  THE  AGREEMENT  COVERI KG  THE  USE  OF, SUCH  CARD.     :  .: 


iiiPLICANT  COPfl  _AftSt_774E'iQ-Qft 


HERfYL  j-  ALLAtiIMN 
(The  Et  Customer"} 


p'b-I  leys 
€  1  a  Ini's. 

'CStts 
iTfiBtallen' 

Li tenSe  Plates 
Si leasts 


i£4S73I0 


SPEEDY  < EDMONTON)  SS71 
34 IS  39TH  STREET 
EBffl)NTGH«  ALBERTA  A  38  T&E  5X5 


S.17(l),  17(4)(g)(i) 


wwwspeedyglass.ca 

Invoice 

aB7i-47easi 

Date i  Sa/8i/S0Bfl 
Pages  ,    1  Cm 

r/uoy&*,  ,Q 


GST/HSTB  s-  a£'S996&44RT 
PST/TWtt:.  EXEMPT 
-flOBILE.^ 
Insurance  Co«  s 

SECURITY  MAT  TONAL  INS  /  BELRON 

QG  4 


Account  s ftfii  35&9080B 


flath prized 
Scheduled 


v  Loss  D*t£s 


£00£  «Efc(3E'BE&  Sml  HlSSS  4  DOOR 
aB0S/B7/£S 


S.17(l),  17(4)(g)(i)  Report  fetes  2888/07/31 
5&71B     ■  '  .  fciire  *f  Lk:^  l?T#tf  KIT  tiM 


Srk^LctffttiQiw  ACUTE 


Products  S  Services--™"-"""—" — 

FUBEftLER  FOREIGN  UIMDSHIELD 

f 64566  URETB*  S IKATAGK  feVE  GOES 

Kotess        B0U8-BT  -  H.INDSH1EL&  AT  WEBER-  .EIOTORS  ^ 


Qt>' 

1,00 


Labour  Material 


ISS.BB 


f0B 


ttihimtt.fr  I)*rive  Away  Time  (for  .installations  involving  ad h esiv^esJ-  the  adhesive  that,  is  used  to 
attach  the  vehicle-  class,  takes,  time  to  set.     The  vehicle-  should,  -iio.t  fee  d riven  uritil  at  least 


qt&  it)  .  hcutv-  af ter  €he  installation  i s ■ completed 
states  that;'\:^  di.f  f e.reirt  tettimunv.  drive'  a^ay"  tims 


ckieM£'n  tatties  left  in  your  vehicle 


o  1  i  e s ,,   I  f  th  e  v e h  i e I     i .s  driven,  before,  the 


minimum  drive  aw*y  time/  the  adhesive  might  not  retain  the  §Ias&-  sufficiently:,  which  could 
ea us e  an  ae c Id e nt  a n-d'/or ¥ ,  ■  i f ■  ; th £■  v eh i e4 a  i s  i nvo I v ed  i *n  a  c-hl  1  i s i cm 5  coal d'  incr ea  se  the  risk  of 

IT  %Wfi  PLEASURE.  TO  SERVE.  YOU! 

BID  YOU  ■'  WIPER  SLAMS'-  SHOULD*  BE  REPLACED  EVERY  £  ilDHT'HB-K 

Windshield  Instalkti^  For  as  hrq  ^  ym..gm  the  vehicle  the  iastalUticm  is  ^m^ted.  spin$tleak&  and  against  wipdsMeld 
s;ay(^'factu*pirj5-  defects-  tefeils.  of  ^a?T^tyJ 


HflSTER  CSRD 


...  :  L-aters 
Totals- 


v  8CN' 


TBTfiL 


I  h«v^  the-  sale  es^itioBS  and  ttamrcii&5  or  the  back  of 
preset  invoice^  I  sc^|pt^thei  aij^recognizfi  being  bounded  by 

Cu-stb^eT-  Si  ^nat tire's 


•TKAL  MlRE  »  OlSTlJlirRl  56S..8B 


383, as 


563.85. 


■  ^  4ufider-e^^  ittycice}- 
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APPLI^^^COPY 

S  O  F  I  T  E  L 

ACCOR  HOTELS  &  RESORTS 


San  Francisco  Bay 

223  Twin  Dolphin  Drive,  Redwood  City,  CA  94065 
Telephone  650-598-9000  Facsimile  650-598-9383 


Ailaudin  Merali 
8440  -112  Street, 
Edmonton,  AS  T6G  2B7 
CA 


Arrival  06/14/08 
Departure  06/16/08 
Guest  Name: 


HctaSnflel,  Sen  Francisco,  OSfiem 


Invoice  NO,  282618 


Room:  729 
Cashier:  7 
Page:  1 
Time:  07:52:04 
Conf#:  479272 


Date 

Description 

DEBIT 

CREDIT 

06/14 

Market  -  Bev  #729  :  CHECK  #7149 

875 

06/14 

San  Francisco  Room 

160.00 

06/14 

Room  Tax  *San  Francisco  Room 

16.00 

06/14 

County  Tourism  Assessmen 

100 

06/14 

State  sales  tax  #729  :  CHECK  #7149 

0.72 

06/14 

State  sales  tax  #729  :  CHECK  #7149 

9.03 

06/14 

State  sales  tax  #729  :  CHECK  #7149 

-8.03 

06/15 

Bay  223  Breakfast #729  :  CHECK #9708 

41.95 

06/15 

San  Francisco  Room 

235.00 

06/15 

Room  Tax  *Sah  Francisco  Room 

23.50 

06/15 

County  Tourism  Assessmen 

100 

06/15 

State  sales  tax  #729  :  CHECK  #9708 

3.05 

06/16 

Visa  XXXXXXXXXXXX9755  10/10 

49197 

e*d*f  1*4W 


Balance:  $0 


osX  is**2 
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STIFF 


.17(1),  17(4)(e.l) 


mi " 


-J2L22 

iJ.1S.v- 





..4 


COPE  IM  AND  JOIN  US  ON  HQNDflV 
FOR  OJR  HALF  PRICE  PfiSTfi  ' 
m  THE  EVENING 


\      9  BETH 


TBI  Sl/i       Cit(  324 

flUGGi'08  ii:58HH 


GST  3 


i  UEflL  LIMOME 
i  HySHROOfl  SHLfifi 
i  SHRIMP  CfiPELLINI 
3  PEPSI 

1  S.PELLE-250  it 
SUSTOTfiL 

&.S.T. 

TOTAL  DUE 


23.00 
11.00 
16.00 
5.90 
2,95 


58.85 
2,94 

e±.?s 


THfiNfC  -  VCrfJ  FOR  C0HIN8 

to  that's  mom 

PLEASE  PflV  SERVER 
GST-125245001 


753 


APPLICANT  COPY 


APPLICANT  COPY 


s.17(1),  17(4)(c.l) 


uu  tvu.  wrjiib  AHUVE  THiaLiNE.   NE  RiEN  ECRIRE  AU-DESSUS  DE  CETTE  UGNE 


£XP1RY 
DATE: 

CHECKED  - 


VERiREE-  1 


CAftOHOLDenS 
SlGNATUftE 
0UT1TULWBE  - 


J  -CARDNOLDER  WILL  PAY  TO.  THL:  ,„w „  w  rnt 
|   CHARGE;  CAfiU  PRESENTED  HEA£W>T  1  THE  moutn 

:-■  AGREEMENT  WJTHTHE  CARDHOLDt'.FL 
J-  tE  OETENJEUH  DE  LA  CARTE  MENTKl*.. 
!  ^mS^  A  ^PrrEU5  0E  Lft-  CAflfEVi, 
|:  ^INDJQUE  CONFORMEMEr*!"  AUX  CONWTJONS  OE  LA 
j  CONVENTION  EMTRE:  L-£ME71EUB  El  LE  DETEWTEUR 
i    OE  LA  CARTE. 


/X      ^       05  OS 

ft 

\,  DESCRIPTION 

ANjobNT  -  MONTANT 

.1.  ■■  ■ 
.■  '  ■ '         <      -  ■ 

SALES  DF^FT  CHARGEX  FACTURE  TAX 
X                 ■      ,      .  TAXE 

5815S1  (Q9/03) 


TOTAL 

cm 

CAM 


AUTHORISATION  NO:/N?  D  ALITOR!?  AT  JON, 

►  .  "V-  '    '.  ':  ". :     "  ■■  •  '  ••  . 

^  mm 

DEPT,\  ..... 

W:  EMPORTE 

r~tJ3ELJVEfifiLt 

LJ  uVbe 

o;  z  -; 

«Otti- 
OEj 

go 

CO  0- 

D.Q 

op 


jlllEE  EE? 
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Capita!  Health 

EDMONTON  AREA 


Travel  &  Employee  Expense  Claim  Form 


Attachment  #2 


^^M|l7(l),  17(4)(g)(i) 


Name:  fllU^ugvuJ 


fimpfoyee  Number: 


iiniqn  Name: 


Fcsitfbn; 


Department?    P\^&**€£  4- AOm^ 


Business  Phone:    M  Q~i  ^  jg, j  fari#fmmj 


Expenses  Paid  (please  attach  receipts).  Do  not  Include  amounts  paid  by  Capital  Health  or  reimbursed  I  reimbursable  by 
another  organization.  Complete  details  on  the  other  iside  of  Si  s  form 


Eat  Unit 
e.g,  201 

Location 
e,g>  9uO0 

Functional  Centra 
«,g.  71135050044 

Account 
e.gt  895Q0001 

Non-Canadian 
Currency 

Rate 

Caiiaciian  $ 
(including 
GST) 

V  If  GST 
included 

Sol 

o 

d 

□ 

D 

□ 

Less  Cash  Advertise 

D 

Total 

□ 

The  tnfbrmation  on  this  form  is  eoflected  under  section  4  of  the  Regional  Health  Authorities  (Mmisterial)  Regulation  and 
win  be  used  to  process  your  claim* 


1  hereby  certify  that  Hi©  eposes  listed \  $bov$  yter&  incurred  on  CapitaJ  Health  business  and  Have  rmt  teen  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Hearth  or  other  organization* 


Employee  Signature:    pi  ]  {^^^^^^  ^0^-  ^  flLeu^        Safe  Qju^  ] 


I  hereby  certify  that  I  ftawe  reviewed  the  expenses  and  rate  at which  mflea^ls  being  claittieci. 

<— -  >£j  '  ----- 


Date 


NOTE 

*  Expense  clalni  must  be  property  authotf*£d  and  nufct  be  supported  by  oftginai  receipts  er  a  copy  as  certified  by  the 
approver,  the  approver  must  initial  individual  Items  that  are  hot  sup|k»^  i>y  origin^  Invoice  or  do  not  have  all  the 
required  supporting  document  to  indicate  approval  without  support  Unsupported  ctefes  over  $1,000  require  Level  4 
approval 

GST  amoiinis  Included  In  the  expense  jsiaktis  will  be  calculated  by  Accounts  Payable, 

*  Fully  compieted  Tmyeff  &  Employee  Expense  Gfafm  fotitc  received  in  Accou ititlng  Serv&es  by  Thursday,  4:00  p.m.  *iH  be 
processed  the  fcliavtfng  week. 

For  ail  employeeson  the  payroll  systemr  expense  reimbursements  wJEf  be  deposited  to  employee  bank  account 

Fcr  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expend  reimbursements  wffl  be  mailed 
through  (he  internal  mail  systecn. 

*  See  page  2  of  fills  form  for  expense  claim  limits. 

*  Approved  claim  form  wtth  receipts  should  be  sent  to  Accounts  Payable  (C@ipi|a1  Health  Gentfe  North  Tower  - 10*  Ft*,  1 0030  - 
107  Street.  Edmonton,  ABT5J3E4) 

*  Out  of  province  expenses  require  a  Travel  Approval  Form  (CH  1 98)  in  advance  auffionzed  by  a  COD  or  VP 


Febniafv.  2007 
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EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


Local  Travel  -  Staff -4S2410000 

Staff  LiicaJ  Travel  -  Taxi  -  62410001 

Staff  Travel  -  UNA  -  6241 0002 

Staff  f^vinoiai  Tmvel  -  $24l20ap  {m  expanses) 


•  Catering -696[K)C100 

•  Meafe  - 62410000 

•  MHeaSfe- 6241^000 

»  Course  Registrator*  £  Miateriafs -61G30OQ0 


Date 

Particulars  {Describe 
Purpose  of  Trip  &  LocaHon) 

Accomm,  $ 

Meals 

Course 
Registration 
&tifiaterfats 

Transportation  $ 

Other 

MJtease  km 

tjX;    V*f       W  V* 

f 

.1             .:■  ^ 

i 

Total  km 

Rate  as  OMtHfmd  lit  Setfien  2 -Travel  below  @ 

Totals 

An 

EXPENSE  LIMHTS 


1( 


itiea)  AHowajices; 

When  traveling  on  G^piM  ^ea!^  busing  toe  empic^ee  maybe  rMriibursed let  ihfc  Per0em  meaiite^a^  0fe 
Breafcfast      $10*00  {ff  As  departtJiia  tirriels  eaHier  of  ^ie  return  lime  fe  later  than  7c30a.m.} 
Lunch          $15.00  fiftNe  departuratiniels  eailferci^  me  return  fime  I?  later ten  1:0Gp.mi 
Dinner  $25,00  {If  the  dej^rtti^  return  time  Is  later  fen  6:30  p;m.} 

For  meai  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounl^^  with  fec^ipts;,  provided  these  are 


2, 


3. 


Meal  expenses  must  be  supported  by  restaurant  receipt  (not  Ju^xsr^dit  card  rjecefpt)  $nd information  on  either  the  names  of  the  individuals  or 

oroartfzattons  whose  reprasentatwesattendeff  ^ 

TVavel 

*  Use  df  personaJ  automobfle  ~  From  March  1 1 2006,  reimbursement  at  the  general  rate  of  $0.43  per  km  for  the  first  1 5,000  kflorneters  of 
approved  travel  in  a  fiscal  year  (April  1  to  MarcfrSf)  and  $0.40  far  each  Kflometer  there  after  {except  where  collective  agreement  specifies 
otherwise). 

*  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  vtfth  Captfel  Health  Policy, 

*  Effective  March  1 1 2006,  out  of  scope  employees  fequired  to  provide  a  vehicle  as  a  condHton  of  employment  and  meeeno  the  following 
requirements  on  a  reoufarand  GOhtfnulr^  fes^  as  appro 

1.  Monthly  travel  in  excess    34p  ktoe^fei  or 

Z.  (ytonfJiiy  expense  equivalent  to  louf  {4}  return  cab  fares  at  $20  one  way;  or 

3,  Daily  requirements  to  utfltee  personal  vehicle  in  the  course  of  duties  - reimbursed  at  $0-50  per  kilometer. 

*  ff  union  contract  rate  differs  jrefh  $0.43  then  cdnu^ci  rate  rnMst  be  used, 

*  Includes  all  forrfjs  df  transpbrtatJdn  costs,  Including  taxfe  and  buses  tor  focal  travel, 

*  pdvlng  to  and  frjom  Work  is  not  cindered  business  travel  and  cannot  be  calmed. 
Advance 

Tiavei  advance  may  be  requested  provided  travel  expenses  ate  likely  to  exceed  S5Q& 
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Capital  Health 

EDMONTON  AREA 


APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Attachment  #  2 


Name:     &UU\VJl£»iO  Of\fc£Ac\ 

  ff  -— ^                  ^  ■  *  *  \  *  /  ?  *  •  \ 

Employee  Number: 

Union  Name: 

Position: 

Department:    flfOfl^C6  ^-  A  0  rn  t  *J 

Business  Phone:              j  -  ^  <^ 

Period  From:                               to      ft  uG^  /o  £ 

Expenses  Paid  {please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 
another  organization.  Complete  details  on  the  other  side  of  the  form 


Bai  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST) 

✓  if  GST 
included 

HU 15  00006  £ 

□ 

□ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

1  ULdl 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Heaith  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


Employee  Signature:         .  Cq^^c^  ^-^<^JLl        Pate:  Glu^  . 


I  hereby  certify  that  I  have  reviewed  the  expenses  and  rate  at  which  mileage  is  being  claimed. 


Phone*^-^^^ 

(Signal)             6M^^L^<f                                                                        '  '  " 

Date 

™e:ToT££tm  CRd.AHS 

Phone # 

(Signature) 

Date  i 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support.  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  ciaims  will  be  calculated  by  Accounts  Payable. 

Fully  completed  Travel  &  Employee  Expense  Claim  forms  received  in  Accounting  Services  by  Thursday,  4:00  p.m.  will  be  . 
processed  the  following  week. 

For  ail  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account 

For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 

See  page  2  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.,  10030  - 
1 07  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  require  a  Travel  Approval  Form  (CHj^B^in  advance  authorized  by  a  COO  or  VP 

CH-0313  February,  2007 


APPLICANT  COPY 

EXPENSE  CLAIM  DETAILS 


Recommended  Coding 


•  Local  Travel  -  Staff  -  6241 0000 

«     Staff  Local  Travel  -  Taxi  -  6241 0001 

*  Staff  Travel  -  UNA  -  6241 0002 

*  Staff  Provincial  Travel  -  62412000  (all  expenses} 

•  Staff  Out  of  Province  Travel  -  62414000  (all  expenses) 

e  Catering  -  69600000 

*  Meals -62410000 

*  Mileage -62410000 

«  Course  Registration  &  Materials  -  61G3G000 

Date 

Particulars  (Describe 
Purpose  of  Trip  &  Location) 

Ac  comm.  $ 

Meals 

Course 

Dp  n  i<sf  raf  inn 

&  Materials 

Tran^fiftrtsrfinn  £ 
■  i ai  ispui  uauui l  4> 

Mileage  Km 

a  1 

Total  km 

Rate  as  outlined  in  Section  2  -  Travel  below  @ 

Totals 

EXPENSE  LIMITS 


1.  Meal  Allowances 

When  traveling  on  Capital  Health  business,  the  employee  may  be  reimbursed  at  the  Per  Diem  meal  allowance  of: 

Breakfast       $10.00  (If  the  departure  time  is  earlier  or  the  return  time  is  later  than  7:30  a.m.) 

Lunch  $15.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  1:00  p.m.) 

Dinner  $25.00  (if  the  departure  time  is  earlier  or  the  return  time  is  later  than  6:30  p.m.) 

For  meal  expenses  that  exceed  the  above  amounts,  the  supervisor  may  approve  higher  amounts,  with  receipts,  provided  these  are 
reasonable. 

Meal  expenses  must  be  supported  by  restaurant  receipt  (not  just  credit  card  receipt)  and  information  on  either  the  names  of  the  individuals  or 
organizations  whose  representatives  attended  the  lunch/dinner  meeting. 

2.  Travel 

•  Use  of  personal  automobile  -  From  March  1, 2006,  reimbursement  at  me  general  rate  of  $0.43  per  km  for  the  first  15,000  kilometers  of 
approved  travel  in  a  fiscal  year  (April  1  to  March  31)  and  $0.40  for  each  kilometer  there  after  (except  where  collective  agreement  specifies 
otherwise). 

V  Business  car  insurance  is  reimbursable  up  to  $260  per  year  with  receipts  in  accordance  with  Capital  Health  Policy, 

•  Effective  March  1T  2006,  out  of  scope  employees  required  to  provide  a  vehicle  as  a  condition  of  employment  and  meeting  the  following 
requirements  on  a  regular  and  continuing  basis  as  approved  by  an  authorized  manager. 

1.  Monthly  travel  in  excess  of  340  kilometers;  or 

2.  Monthly  expense  equivalent  to  four  (4)  return  cab  fares  at  $20  one  way;  or 

3.  Daily  requirements  to  utilize  personal  vehicle  in  the  course  of  duties  -  reimbursed  at  $0.50  per  kilometer. 

•  if  union  contract  rate  differs  from  $0.43  then  contract  rate  must  be  used. 

•  Includes  all  forms  of  transportation  costs,  including  taxis  and  buses  for  local  travel. 

•  Driving  to  and  from  work  is  not  considered  business  travel  and  cannot  be  claimed. 

3.  Advance 

Travel  advance  may  be  requested  provided  travel  expenses  are  likely  to  exceed  $500. 


760 


APPLICANT  COPY 


NORMAND'S  FINE  REG  I NAL. 
CUISINE 
11639  A  JASPER  AUENUE 
EDMONTON  AB  T5K  0Mg 

S-*  ^30760656 
TERM  ft  76065601 
CLERK.-109  B"03£ 
AUTHS: 006089  " 
TRANS 8s 0000682  s 


CARD  »»»»»»**#»1Hf2g^g 
CRED I T/MASTER  CARD 

t?«  2008/08/21 
21  : 1 2  *Gi 

RECPT  76065601-036-0682 


PURCHASE 

AMOUNT 

TIP 

TOTAL 


♦174.67 
$30.00 
$204.67 


Transaction 

APPROOED  -  0000 
THANK  YOU 


:f  LVLE 
TBI  ii/i       Ci|;  m 


GST  0 


1  CORKMfir 

i  SHRHiP/srai  l» 
i  SALAD  STfiRfi' 
*  SG m:  SPEC  IP'  k 
3.  :ff-iSH  SPEC  I  Mi* 


*  US- KEF 


36.95 
28.95 
45  ,m 
5,00 

166,35 
3,3? 


™™.'3UE  ;i74i? 
PLfcRSE  pay  SS?vF5 


761 


Capital 
Health 


„_     ,  -    APPLICANT  COPY 
Travel  &  Employee  Expense  Claim  Form 

(In  Canadian  Dollars) 


Name:     AllAvlO^  fftfeftAL-^ 

Employee  Number: 

Union  Name: 

Position:              ft  PA^Ck  «t-  ft  D  m  ^ 

Department: 

Business  Phone:     MO  |-3b52~ 

Period  From:  206^  to  *2X>00 

Expenses  Paid  (please  attach  receipts).  Do  not  include  amounts  paid  by  Capital  Health  or  reimbursed  /  reimbursable  by 


Bal  Unit 
e.g.  201 

Location 
e.g.  9000 

Functional  Centre 
e.g.  71135050044 

Account 
e.g.  69500001 

Non-Canadian 
Currency 

Rate 

Canadian  $ 
(including 
GST)  ^ 

✓  if  GST 

'-ificluded 

-iuvSooooo  & 

□ 

□ 

□ 

□ 

□ 

□ 

Less  Cash  Advance 

□ 

Total 

□ 

The  information  on  this  form  is  collected  under  section  4  of  the  Regional  Health  Authorities  (Ministerial)  Regulation  and 
will  be  used  to  process  your  claim. 


I  hereby  certify  that  the  expenses  listed  above  were  incurred  on  Capital  Health  business  and  have  not  been  previously 
claimed  by  me  or  on  my  behalf  from  Capital  Health  or  other  organization. 


behalf  fi 

2i 


Date: 


Employee  Signature: 


Approved  By:     cr  li/:  ( rrr^k 
(Print name)             ^>  n°l4|  ^\ 

J'lt]e:  Ceo 

Phone  # 

(Signature)                     f     T^^JjH  a 

DateJV|  " 

Approved  By:  ^jt^ 
(Print  name)  / 

Title: 

Phone  # 

(Signature) 

Date 

NOTE: 

Expense  claim  must  be  properly  authorized  and  must  be  supported  by  original  receipts  or  a  copy  as  certified  by  the 
approver.  The  approver  must  initial  individual  items  that  are  not  supported  by  original  invoices  or  do  not  have  all  the 
required  supporting  documents  to  indicate  approval  without  support  Unsupported  claims  over  $1,000  require  Level  4 
approval. 

GST  amounts  included  in  the  expense  claims  wili  be  calculated  by  Accounts  Payable. 

For  all  employees  on  the  payroll  system,  expense  reimbursements  will  be  deposited  to  employee  bank  account. 
For  physicians,  contracted  employees  and  those  not  paid  through  the  payroll  system,  expense  reimbursements  will  be  mailed 
through  the  internal  mail  system. 
See  the  other  side  of  this  form  for  expense  claim  limits. 

Approved  claim  form  with  receipts  should  be  sent  to  Accounts  Payable  (Capital  Health  Centre,  North  Tower  -  10th  Fl.,  10030  - 
107  Street,  Edmonton,  AB  T5J  3E4) 

Out  of  province  expenses  also  require  approval  of  Chief  Operating  Officer  or  Vice  President 


■1-0313  November  2005 


762 


APPLICANT  COPY 


Car  Allowance 
Alaudin  Merali 
April  1/06-Jime  23/06 


Date 

Service 

A  mfiii  tit 
(GST  I  n  eluded) 

GST 

March  30/06 

Gas 

$56.88 

$3.72 

April  1/06 

Gas 

34.07 

1.60 

April  1/06 

Car  Wash 

26.70 

1.75 

April  10/06 

Gas 

30.21 

1.90 

M$mmm-  

Vehicle  Registration 

55.63 

April  13/06 

Gas 

77.89 

5.10 

April  19/06 

Gas 

74.03 

4.84 

April  21/06 

Car  Wash 

43.82 

2.87 

April  25/06 

Gas 

85.61 

5.60 

April  30/06 

Gas 

90.27 

5.91 

May  8/06 

Gas 

90.73 

5.94 

May  15/06 

Car  Wash 

25.63 

1.68 

May  15/06 

Gas 

84.40 

5.52 

May  21/06 

Gas 

82.77 

5.41 

May  28/06 

Gas 

61.22 

4.01 

June  9/06 

Gas 

84.98 

5.56 

June  19/06 

Car  Wash 

38.47 

2.52 

June  19/06 

Gas 

72.57 

4.75 

"Tone  ZS'^-t 

TOTAL 

$1,115.88 

$68.68 

763 


kpphtftwt  COPY^> 


,  f;K7. 


a 


1% 


£f-F  ySec>  C**c?  IW^) 


764 


APPLICANT  COPY 


'EHiCLE  DESCRIPTION 

'EHICLL"  MAM 


SECTIONS 

YEAR 


Mercedes  Benz     2  0  06 


*OC£  L  OH  S: 


COLOR 


VEHICLE  ACCESS 
CODE  (VAC) 

08175-0564 


Silver  Gas 

UCENCED  MASS 


MLS  00 
Utility 

'EHK.'LL  iDf  Nitf  KIA]  I  UN  NUMLJt  H  ;VJN1  UNIT  NUMBC-S 

4 JGBB75E7  6A00  9518 

'LHIlU  MS  WULATKJNS  BUS  CAPACITY 

active 

.PEC -At  i;i  wfw  jit  >NS 


kg 


Vehicle  Registration 
Certificate 


06  012536451  validation  number 

APPEARING  ON  YOUR  TAB 


licence  Plate  no 


CLASS 


LICENCED  MASS 


EXPIRY  DATE  fYTM/D  P '  ^ ^  VpE^OF^^Pn 

2006/12/31  Passenger 


VEH'CLE  status 

active 


REGISTRATION  NUMBER 


R159987635 


fF  LEASED  VEHICLE.  LEASiNG  COMPANY  NAME  AND  hAViZj 


flOTOR  HOME  SUPERSTRUCTURE  ;  SECONDARY  PARTS  DESCRIPTION 

'AKE  MODEL  OR  SERIES 


NAME  &  ADDRESS  OF 
REGISTRANT^) 


TYPE 

CLIEN1  a  ftf  Vi  Ej 


INDIVIDUAL 
0043-06312 


-fRiPL  MAI  HI  i*.  \.  K-LNCf  P!  ATT.  WO  CJ\SS 

s.17(1),  17(4)(g)(i)  3 

'~AH  i  XPIHY  DATE  (Y  M  U: 

20  06/12/31 


\ur,wv  4. jf ■»  [fit;  rj,i^K  by 
( .f  .-t  P»'f  r  ^  OKi-  wr 


REGISTRY  AGENT 

0000-04655 

VALIDATED 

2006/04/12 


MERALI     ALL ADD IN 


s.17(1),  17(4)(g)(i) 


ISSUED  2006/04/12 
MAXItyt©5  SERVICE  AMOUNT 


$*  *  **  */*55  .  63 

REG  GiQS-ifiev- SOOlSG?" 


fei/  APPI  IP  ANT  POPY 

Insurance  for  prof  ess  ionafs  and  afumns  *  'Vl   1   Ll^n1'  1  i 


Insurer     Security  National  insurance  Company 
Calgary,  Alberta 

Broker     Meioche  Monnex  Financial  Services  Inc 
Alberta  1  800  268  8955 


Automobile  Insurance  Policy 
Declarations  -  Alberta 


Policy  No- 


12487310 


Replacing 
Policy  No. 


in  consideration  0f  the  payment  of  the  premium  and  of  the  sraiemem  contained  in  1he  application  for  insurance,  the  contract 
provides  insurance  as  mentioned  in  item  4  of  this  certificate  for  which  a  premium  is  specified  and  no  other. 


Item  1  Named  Insured  and  postal  address 

ALLAUDIN  MERAL1 


s.l7(l),  17(4)(g)(i) 


Y     |    M    |  D 

Item  2 

<  Fram            Policyperiod               To  ► 

Y     |    M    [  D 

!     200742-28  * 

2008-12-28  * 

RENEWAL                                   ^dale  ► 

Y     |    M    f  D 

2007-12-28 

*  12:01  A.M.  standard  time  at  the  Insured's  address  stated  herein  as  to  each  of  said  dates 


Veh(s) 
1 


Item3  Partial  tars  of  the  described  automobiie(s) 

2006     MERCEDES  BENZ  ML500  SE  4DR  4W 


(Year  -  trade  name  -  mode!  -  cyl  -  serial  no.) 


4JGBB75E76A009518 


Item  4 


insuring 


Limits 
and 
amounts 

($) 


Annual 
emiu 


Section  A 
Third  Party  Liability 


Legal  Liabflrty 
for  Bodily 
Injury  to  or  Death 
of  any  Person  or 
Damage  to  Properly 


VEH. 
NO. 


Non-R 


Section  B 


Accident 
Benefits 


Payments  for  Death  or 
Bodily  Injury 
Uninsured  Motorist 


'Sponsive 


All 
Perils 


Section  C 


Loss  of  or  Damage 
to  Insu red  Automobile^) 


Collision 

Comprehensive 

or  Upset 

Specified 
perils 


E  xcept  for  Loss  or  Damage  by  Fife  or 
Liprrtning  or  Theft  of  the  Enure  Automobile. 
This  Policy  contains  a  Partial  Payment  of  Loss  Clause 

Amount  deductible  on  each  separate  claim 


T 


T 


Veh{s) 


Name  of  lien  holder  or  mortgagee  to  whom,  jointly  with  the  insured,  loss 
if  any,  under  section  C  of  the  insuring  agreements  is  payable  as  their 
interests  may  appear. 

NameofJienholaer 


Mortgage  endorsement  on  reverse  side 


Class/dr 


Use  of  vehicle 
Commute  to  work 


*  Occasional  driver  -  The  vehicle  will  occasionally  be  driven  by  male  drivers)  under  25  years  of  age. 


Non-Responsive 


Endorsements  and  modifications 

Multi-product  discount 

Credit  for  2  vehicles  or  more  -  On  2  policies  -  Included. 
VER-01  Credit  for  antitheft  -  included. 
VEH.^01  Discount  related  to  age  group  -  Included. 
SEF  43 R  VEH.-Ol  Limited  waiver  of  depreciation 

SEF  44  VEH.-Ol  Family  Protection  endorsement  -  Limits  are  same  as  Section  A 


Grand  Touring  Solution  Endorsement 


APAB201E 
200101.1 


President  and  Chief  Executive  Officer 


15 


Payable  premium  ($) 


Non-Responsive 


Senior  Vice  PresidentjflpSations  andutosiness  Developement 

766 


M01 1 -V001 -008573-306-A-SA-14W-V 


1  of  3 


D0-O7-02 


Meloche  Monnex 

insurance  for  professionals  and  alumni 


APPLICANT  COPY 


Insurer    Security  National  Insurance  Company 
Calgary,  Alberta 

B  roker     M  e  I  och  e  M  onnex  Fi  nandal  Senri  ces  I  nc 
Alberta  1  800  268  8955 


Automobile  Insurance  Policy 
Declarations  -  Alberta 


Agreements 


Policy  No. 


12487310 


Replacing 
Policy  Mo. 


In  consideration  of  the  payment  of  the  premium  and  of  the  statement  contained  in  the  application  for  msurance,  the  contract 
provides  insurance  as  mentioned  in  item  4  of  this  certificate  for  which  a  premium  is  specified  and  no  other. 


Iteml 

AJLLAUDTN  MERALI 


Named  Insured  and  postal  address 

s.l7(l),  i7(4)(g)(i) 


Y     |     M     |  D 

Item  2 

^  From             Polky  period               To  ► 

Y    |    M    |  D 

200642-28  * 

2007-12-28  * 

RENEWAL                                   Effactiwdate  * 

Y    ]    M    |  D 

2006-12-28 

*  12:01  A  .M.  standard  time  at  the  Insured's  address  stated  herein  as  to  eadi  of  said  dates 


Vehts) 
1 


item  3  Particulars  of  the  described  automobilefs) 

2006     MERCEDES  BENZ  ML500  SE  4DR  4W 


(Year  -  trade  name  -  model -cyi  -  serial  no.) 


4JGBB75E76A009518 


Item  4 


and 
amounts 
(1> 


Annual 
emiu 
(S) 


Section  A 
Third  Party  Liability 


Legal  Liability 
br  Bodily 
Injury  to  or  Death 
of  any  Person  or 
Damage  to  Properly 


VEH. 
MO. 


Section  B 


Accident 
Benefits 


Payment  for  Death  or 
Bodily  Injun/ 
Uninsured  Motorist 


Non-Responsive 


Alt 
Perils 


Section  C 


Loss  of  or  Damage 
to  Insured  AutomoDilefs) 


Collision 
or  Upset 


Comprehensive 


Specified 
perils 


E  xcepr.  for  Loss  or  Damage  by  F&e  or 
Ughming  or  Theft  of  the  Entire  Automobile, 
This  Policy  contains  a  Partial  Payment  of  Loss ' 

Amount  deductible  on  each  separate  daim 


Vehfc} 


Name  of  lien  holder  or  mortgagee  to  whom,  jointly  with  the  insured,  toss 
rf  any,  under  section  C  of  the  insuring  agreements  is  payable  as  their 
interests  may  appear. 

Wane  of  lien  holder 


Mortgage  endorsement  on  reverse  side 


Classification 
Ten.  r 


JL 


use  of  vehicle 
Commute  to  work 


*  Occasional  driver  -  The  vehide  win  occasionaHy  be  driven  by  male  driverfs)  under  25  years  of  age. 


Non-Responsive 


Endorsements  and  modifications 

Multi-product  discount 

Credit  for  2  vehicles  or  more  -  On  2  policies  -  Included- 
VHi-Ol  Credit  for  antitheft  -  Included 
VBHL-01  Discount  related  to  age  group  -  Included. 
SEF  43  R  VEH--01  Limited  waiver  of  depreciation 

SEF  44  VEH--01  Family  Protection  endorsement  -  Limits  are  same  as  Section  A 


Grand  Touring  Solution  Endorsemeut 


APAB20TE 
200101.1 


President  and  Chief  Executive  Officer 


M021 -V001  -01 3457-A-SA-l  404 


1,153; 


Payable  premium  ($) 


Non-Responsive 


I  n  ■  i¥i@i@ch@  Nlonnex 


Wkk^  APPI  IPANT  PDPY 

Insurance  for  pyof essionafe  and  alumni  *  /*1    1    Llurvn  1    v-rv^f|  1 


Insurer    Security  National  Insurance  Company 
Calgary,  Aiberta 

Broker     Meloche  Monnex  Financial  Services  Inc. 
Aiberta  1  B002688955 


Automobile  Insurance  Policy 
Declarations  -  Alberta 


Policy  No. 


12487310 


Replacing 
Policy  No. 


In  consideration  of  the  payment  of  the  premium  and  of  the  statement  contained  in  the  application  for  insurance,  the  contract 
provides  insurance  as  mentioned  in  item  4  of  this  certificate  for  which  a  premiisn  is  specified  and  no  otter. 


fteml 

ALT  AI  JDTN  MKRAH 


Named  insured  and  postal  address 

s.17(1),  17(4)(g)(i) 


Y     |    M    |  D 

Item  2 

^  Fram           Pohcyperiod              To  ► 

Y     |    M    |  D 

2005-12-28  * 

2006-12-28  * 

MODIFICATION  ► 

Y     |    M    |  D 

2006-04-12 

Vehfc) 
1 


*  12:01  A  M.  standard  time  at  the  insured's  address  slated  herein  as  to  each  of  said  dates 


Item  3  Particulars  cf  the  described  automobile^) 

2006     MERCEDES  BENZ  ML500  SE  4DR  4W 


(Year  -  trade  name  -  model  -  cyi  -  seriaf  no.) 


4JGBB75E76A009518 


Item  4 


Agreements 


CD 


Annual 
premium 


Section  A 
Third  Party  Liability 


legal  LiabiMty 
forBocily 
Injury  to  or  Death 
of  any  Person  or 
Damage  to  Property 


NO, 


Noil- 


Section  8 


Accident 
Benefits 


Payments  for  Death  or 

Bodily  injury 
Uninsured  Motorist 


Responsiv 


Section  C 


Loss  of  or  Damage 
to  Insured  Auto  mobiles) 


Ail 

Collision 

Comprehensive 

Specified 

PeriJs 

or  Upset 

perils 

E  xcept  for  Loss  or  Damage  by  fire  or 
lightning  or  Theft  of  the  Entire  Automobile. 
This  Policy  contains  a  Partial  Payment  of  Loss  Clause 

Amount  deductible  on  each  separate  daim 


Veh(s} 


Name  of  iienholder  or  mortgagee  to  whom,  jointly  with  the  Insured,  loss 
rf  any,  under  section  C  of  the  insuring  agreements  is  payable  as  their 
interest  may  appear. 

Name  of  iienholder 


Mortgage  endorsement  on  reverse  side 


Classification 


Veh.code 


578 


43 


344 


353 


_L 


_L 


*  Occasional  driver  -  The  vehicle  will  occasionally  be  driven  by  male  drivers)  under  25  years  of  age. 


Iseof  vehide 

Commute  to  work 


Non-Responsive 


Endorsements  and  modifications 
Multi- product  discount 

Credit  for  2  vehicles  or  more  -  On  2  policies  -  Included. 
VEH.-01  Credit  for  antitheft  -  Included. 
VEH.-01  Discount  related  to  age  group  -  Included. 

SEF  43R  VEH.-01  Limited  waiver  of  depreciation 

SEF  44  VEH.-01  Family  Protection  endorsement  -  Limits  are  same  as  Section  A 


Grand  Touring  Solution  Endorsement 


APAB201E 
200101.1 


President  and  Chief  Executive  Officer 


M021 -V0D1 -00871 7-A-SA-1  40^R 


rremi 


26 


Return  ($) 


Non-Respc  nsive 


00-07-022 


53315 


ALLUADIN  MERALI 


APPLICANT  COPY 

5  6  4  2 
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SERVICE  ADVISOR:  117 


Mercedes-Benz 


5611  -  104  Street 
Edmonton,  Alberta  T6H  2K1 
TEL.:  431-5100  1-800-661-9985 
FAX:  431-5144 

DON  NICHOLS 


VIN 

UCEN5E  ! 

::::.'1«<5:=;: 

201/723=PE 

06 

MERCEDES-BENZ  MLS 00 

S.l  /I 

4JGBB75E76A009518 

:n,  mm 

21370/21371 

::::;:il«6S.::: 

PROD.  DATE 

Ppm  ; 

.PAYMENT 

13APR06  IS 

09MAY05 

22AUG2009 

16:30  09NOV06 

CASH 

09NOV06 

08:10  09NOV06 


READY 


15:48  09NOV06 


OPTIONS:    STK:M3981  DLR : WEBER  ENG:  11396430657440 
TRN: 72290100145952  AXL: 1641751A009518  1 ) MODEL  Z2 


LINE  OPCODE  TECH  TYPE  HOURS 


LIST 


NET 


TOTAL 


A  PERFORM  REQUIRED  FSS 

001000  ASSYST,   SERVICE  OPERATIONS  LIST  A  PERFORM 
65  CMB 

101B  LUBRICATION  SERVICE,  WITH  REGULAR 
MAINTENANCE 
65  CMB 
1  000-180-26-09  OIL  FILTER 
8  78880  5W30EURO. SYNTHETIC 
1  010372M  WWAF-35 


24.10 
6.99 
3.99 


128.70 


0.00 
24.10 
6.99 
3.99 


PARTS: 


84.01  LABOR: 


128.70  OTHER' 


0.00      TOTAL  LINE  A: 


128.70 


0.00 
24.10 
55.92 

3.99 
212.71 


******************* **%**** ******* ***li******  ********* 
B  BATTERY  WARNING  MESSAGE  COMING  ON 

541105  BATTERY  FOR  POWER  OUTPUT  AND  CONDITION  v 
CHECK 

65  CMB 

541135  BATTERY  RECHARGE   (AFTER  CHlci^ :S 

65   cmb  ,,v-€:i:ijp'p  ■  ij 

PARTS:  0.00     LABOR:  59.40  :  OTHER:  6; 00 


39.60  39.60 

19.80  19.80 
TOTAL  LINE  B:  59.40 


**************************************************** 

C  MERCEDES-BENZ  RENTAL  CAR  PROGRAM  $2:5,,  00  PER  DAY  ***PLUS  FUEL  CHARGE 
$5.00  PER  DAY*** 
10A  MERCEDES-BENZ  RENTAL  CAR  PROGRAM  $25.00  PER 
DAY  ***PLUS  FUEL  CHARGE  $5.00  PER  DAY*** 

100      CMB  ,:,-.:„  U-%    f-^  0.00 

PARTS:  0.00     LABOR:  :i  0.00    OTHER:  ©,00      TOTAL  LINE  C: 


**************************************************** 

D  QUALITY  CONTROL  /  TEST  DRIVE 

QC  QUALITY  CONTROL  /  TEST  DRIVE 
65  CMB 

PARTS:  0.00     LABOR:  0.00  OTHER: 


0.00 


0.00 


TOTAL  LINE  D: 


0.00 
0.00 


0.00 
0.00 


Thank  You 
For  Your  Business 

SHOP  SUPPLIES  -  ARE  SMALL 
ITEMS  NOT  INDIVIDUALLY  PRICED, 
USED  TO  REPAIR  YOUR  VEHICLE 
EG:  SOLVENTS,  NUTS,  BOLTS, 
SUNDRYS  LUBRICANTS  ETC. 

WE  ARE  DEDICA  TED  TO 
EXCELLLENT  SERVICE  AND  WE  TRUST 
YOU  WERE  SERVED  IN  A  COURTEOUS 

AND  PROFESSIONAL  MANNER. 

IF  YOU  HA  VEANY  QUESTIONS, 

.::::^ms:::::^^::-::- 

LABOUR  AMOUNT 

PARTS  AMOUNT 

GAS,  OIL,  LUBE 

SUBLET  AMOUNT 

MISC.  /  ENVIRON.  CHGS 

TOTAL  CHARGES 

PLEASE  NOTIFY  YOUR  SERVICE 
A  D  VISOR  IM  MEDIA  TEL  Y. 

LESS  INSURANCE 

SALES  TAX 

PLEASE  PAY 
THIS  AMOUNT 

ALL  ITEMS  SUBJECT  TO  GST  #  R105805368 


769 

(MB)   CUSTOMER  COPY 


53315 


ALLUADIN  MERALI 


APPLICANT  COPY 

5  6  4  2 

♦INVOICE* 

S.17(l),  17(4)(g)(i) 

PAGE  2 


Mercedes-Benz 


SERVICE  ADVISOR:  117 


5611  -  104  Street 
Edmonton,  Alberta  T6H  2K1 
TEL.:  431-5100  1-800-661-9985 
FAX:  431-5144 


<3>LOUfl  . 

YEAR 

JWAKJE/MODEL 

LICENSE  : 

.ODOMETER  IN/ OUT 

20l/723=^PE 

06 

s-l7(: 

MERCEDES-BENZ  MLS 00    1  4JGBB75E76A009518 

),  W)(g)(i 

) 

21370/21371 

BEL  DATE 

.PROD,  DA! 

PttSMiSED 

payment 

13APR06  IS 

09M&Y05 

22AUG2009 

16:30  09NOV06 

CASH 

09NOV06 

08:10  09NOV06 


iiiilii: 


15:48  09NOV06 


OPTIONS:    STK:M3981  DLR: WEBER  ENG :  113 9643 065744 0 
TRN:  72290100145952  AXL: 1641751A009518  1) MODEL  Z2 


LINE  OPCODE  TECH  TYPE  HOURS  

CUSTOMER  PAY  SHOP  CHARGE  FOR  REPAIR  ORDER 


LIST 


NET 


TOTAL 


8.81 


GOODS  &  SERVICES  TAX  — ->  R105608368  16.86 


Thank  You 

.TOTALS 

WE  ARE  DEDICATED  TO 
EXCELLLENT  SERVICE  AND  WE  TRUST 

LABOUR  AMOUNT 

188 

.10 

For  Your  Business 

PARTS  AMOUNT 

84 

.01 

GAS,  OIL,  LUBE 

0 

•  00 

YOU  WERE  SERVED  IN  A  COURTEOUS 

SUBLET  AMOUNT 

0 

.00 

SHOP  SUPPLIES  -  ARE  SMALL 

AND  PROFESSIONAL  MANNER. 

MISC.  /  ENVIRON.  CHGS 

8 

.81 

ITEMS  NOT  INDIVIDUALLY  PRICED, 

IF  YOU  HA  VE  ANY  QUESTIONS, 

TOTAL  CHARGES 

280 

.92 

USED  TO  REPAIR  YOUR  VEHICLE 

PLEASE  NOTIFY  YOUR  SERVICE 

LESS  INSURANCE 

0 

.00 

EG:  SOLVENTS,  NUTS,  BOLTS, 

AD  VISOR  IMMEDIA  TEL  Y. 

SALES  TAX 

16 

.86 

SUNDRYS  LUBRICANTS  ETC. 

PLEASE  PAY 
THIS  AMOUNT 

297.78 

ALL  ITEMS  SUBJECT  TO  GST  #  R 105805368 


(MB)   CUSTOMER  COPY 


53315 


APPLICANT  COPY 

3  9  7  3 
♦INVOICE* 


Mercedes-Benz 


ALLUADIN  MERALI 


s.17(1),  17(4)(g)(i) 


PAGE  1 


5611  -104  Street 
Edmonton,  Alberta  T6H  2K1 
TEL.:  431-5100  1-800-661-9985 
FAX:  431-5144 

SERVICE  ADVISOR:  117  DON  NICHOLS 


mm 

-  -   MAK.E/feK>DEL  j 

■      -.VJN.-.  . 

201/723=PE 

06 

MERCEDES-BENZ  ML500 

s.l/(J 

4JGBB75E76A009518 

),  i  7(4)(gj(i; 

11154/11155 

OEL  DATE 

PROD.  SATE 

'  ■  PAYMENT  -  - 

13APR06  IS 

09MAY05 

22AUG2009 

16:30  10JUL06 

CASH 

12JUL06 

R, O, -OPENED.,  ;  " 

^SS^IS^    OPTIONS:     STK:M3981  DLR : WEBER  ENG:  11396430657440 

10:12  10JUL06    114:45  12JUL06 


TRN: 72290100145952  AXL: 1641751A009518  1) MODEL  Z2 


LINE  OPCODE  TECH  TYPE  HOURS 


LIST 


NET 


TOTAL 


A  REPLACE  DRIVER'S  DOOR  GLASS. 

671250  VEHICLE,  GLASS  SHARDS  IN  INTERIOR  CLEAN 
(WITH  BROKEN  WINDOW) 

65     CMB  49.50 

1  164-725-11-10  DOORGLASS  132.10  132.10 
672251  LEFT  SIDE  WINDOW  REPLACE 
65  CMB 

670000  REPOLACE  LEFT  DOOR  TRIM. 

65     CMB  0.00 

1  164-690-00-87  ORNAMENTAL  90.80  90.80 
PARTS:         222.90     LABOR:         247.50  OTHER: 


49.50 
132.10 


198.00  198.00 


0:00      TOTAL  LINE  A: 

**************************************************** 
B  CLEAN  INTERIOR 

9004  CLEAN  VEHICLE  INTERIOR. 

100     CMB  0. 00 

PARTS:  0.00     LABOR:  0.00     OTHER i!  0 . 00  J     TOTAL  LINE  B: 

******************************  *****:^ 

C  QUALITY  CONTROL  /  TEST  DRIVE 

QC  QUALITY  CONTROL  /  TEST  DRIVE 

22     CMB  0. 00 

PARTS:  0.00     LABOR:  0.00     OTHER:  0.00       TOTAL  LINE  C: 

**************************************************** 

CUSTOMER  PAY  SHOP  CHARGE  JoRi  REPAIR.  ORDER 


0.00 
90.80 
470.40 


0.00 
0.00 


0.00 
0.00 


24.75 


GOODS  &  SERVICES  TAX   >  R105608368 


29.71 


Thank  You 
For  Your  Business 

SHOP  SUPPLIES  -  ARE  SMALL 
ITEMS  NOT  INDIVIDUALLY  PRICED, 
USED  TO  REPAIR  YOUR  VEHICLE 
EG:  SOLVENTS,  NUTS,  BOLTS, 
SUNDRYS  LUBRICANTS  ETC. 

WE  ARE  DEDICA  TED  TO 
EXCELLLENT  SERVICE  AND  WE  TRUST 
YOU  WERE  SERVED  IN  A  COURTEOUS 

AND  PROFESSIONAL  MANNER. 

IF  YOU  HA  VEANY  QUESTIONS, 

 ;;,«^f?^ow  ■;• 

.  '  TOTALS 

LABOUR  AMOUNT 

247.50 

PARTS  AMOUNT 

222.90 

GAS,  OIL,  LUBE 

0.00 

SUBLET  AMOUNT 

0*00 

MISC.  /  ENVIRON,  CHGS 

24.75 

TOTAL  CHARGES 

495.15 

PLEA  SE  NOTIFY  YOUR  SERVICE 
AD  VISOR  IMMEDIA  TEL  Y. 

LESS  INSURANCE 

0.00 

SALES  TAX 

29.71 

PLEASE  PAY 
THIS  AMOUNT 

lllliliiil 

ALL  ITEMS  SUBJECT  TO  GST  #  R105805368 


771 

(KB)   CUSTOMER  COPY 


APPLICANT  COPY 


PETRO-CANA&A 
5110   122  ST 
EDMONTON 
ALBERTA   T6H  3S2 


GST  ft:  UX®®1%®?& 
P'Cfe'75'1373 : ©2S6S@1 


PUMP 

SUPER CLEAN 

LITRES'  L 

PRICE/L-  * 

FUEL   SALES  * 

TOTAL   TOED  S 

CR£.DIT  * 

TOTAL   PAID  * 

*   GST    INCL.  ^ 


is:2@ 

®7 

28 , 130 
1  .  ©74 
3@ . 21* 

3@  .  21 

30.  21 

1  .  SB 


VISA 

************  8441 

MUftl  CE  S2EX3X  I 
AUTH        S13279  ! 

THANK  VOU 

PETRO-POINTS 
PURCHASE  3^2 
BALANCE  384151 

***   BONUS  POINTS 
IF    APPLICABLE^  WILL 
BE   UPDATED  LATER 


THANK  VOU 
HAVE   A   GOOD  DA¥ 


******************** 
W IN   FREE   GAS  t * 
-   FOR   ONE   VEAR  - 


DID   VOO   SEE  A 
SERVICE   HERO  TODAtf? 

COMPLETE   A  SHORT 
SURUEV  AT 

PETRO— CANADA . CA/HERO  ■ 

OR 

1-8-66-026-7779 
******************** 


ALBERTA  MOTOR  ASSOC, CTF  qSt  . 
11220-109  ST  &  KiNGSUA1  Pcooo-jaslf  igf  £5*?s 


EDMONTON 


CARD  NUMBER 
CARD  TYPE 
DATE/ 1 1  ME 
CLERK  NUhBER 
RECEIPT  NUMBER 
PURCHASE 

TOTAL  AMOUNT  $55,63 

01  APPROVED  -  027 
THANK  YOU 


VISA  L??g?gL^ 
2006/04/12  £*li?E>L 
0230  0EL  SALES 

4S91B282  Q  TOTAL  OMep 

CREDJi 


-TOTAL  PAIB- 


as 

L -46.177 
*  4 $..5 9 


CANADA 
2  SOUTH 
>EER 

r4E  ibi 


2.63.82947 
8564601 

18 : 34 

B6 


CARDHOLDER  C«*U*H " ®©f ?f| s 
THANK  vou 


& 
D 


L 

* 


7® . 231 
l.I©9 
77, 89* 

77  .  89 

77  -.  89 

77  .  89 

5.  IM 


BALANCE  ^|^|83 

^s^^  *** 


)t***8441 
34752 
HK  you 
;o-po.ints 

3  £4  9  3-0 


-    FOR   ONE  VEi{?- 


,    „  OR 
*****»******»*«," 


IS   POINTS  *** 
I  CABLE,  WILL 
BATED  LATER 

ank  you 

A   GOOD  DAV 


FREE  GAS?? 
i  ONE   VEAR  - 


**** 


VOU   SEE  A 
E   HERO  T0DAV7 

LETE   A  SHORT 
iURQEV  At 

-CANADA   C  A /HERO 

OR 

B66-826-7779 


772 


APPLICANT  COPY 
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APPLICANT  COPY 


MJPLICAfF 


DUPLICATE 


DiiPi.  TCATE 


i  i:  \  m  mum 

iOMUNION 

ftltertd  I6H  a:.? 


20ut> 


•i.u/hM:.  il.-'-rV:!)'  >j  I  lB.:.1;.) 


Supe; Clean 


Tola  I    Owed    $       i.i * 


1  ut  *.i  1    Pa  i  d    $        >,?'>  f  ■  < 

i-l Oii  73,!)'H:i  I  i'il-c,  U\     i,*M'ii  ,'. 


*U  r.2 


I 'FT ;  WL\m/} 
PI-?:  $0.iijnO/; 

s  trial  i  -  ly.57 

*t'AXFM  INC!  .     ft!  •  ;!.'■■  in  ;.. 

TfMNM.:  ttivwbM   Wth:  ft 

PiRlCAlL         LHJHt  hJAi!  mS'i  ii  f.i| 

VISA  f  f  +  *  1  *H  jf;-:  ./ 

IfiVmsi.  :^W);iH 

Ain  KDWUAT IUN  -iWiMJ 


BALANCE 


!;!<>;* 


Thank  You 
Have  a  uood  day 

************************ 

WIN   FRl-r.r-   CAB!  i 
for    one  year 


Did  you  see  a  Service  Hero  rnday? 

Goiiipiete  a  short  survey  at: 

pest.  rO'-'Udiiada  ..  *:a/her'o 
Or 

1--8BB  826--//  ?B 


W'.K,  c  " " 

EE'M ORION  , 
Site   ft:  8g8«4S15 

H  t:-'  r1    ■■'  -■-•=•.   %U5  IS 

i  i  i  r  &  s  ■  ;. 


-b,  ;  ■, 


^  1  M 


5116    122  ST 
ALBERTA    i&H  3S3 


GST  # 


se©s-@5~-es       15  5' 19 


PUMP 

SUPERCLEAN 
LITRES 
PRICE/L 
FUEL  SALES 

TOTAL  OWED 

fRfcO IT 
rOTAL  PAID 
*    GST  INCL. 


L  82 B 184 
1.164 

^  SB  -  73* 

^  96.73 

^  96.73 

^  96..73 

*  5  .  S4 


VISA 

*3»t  5  S  9  7 

V t«  i  CE    S3  1  206 
AUTH  ©84872 

THANK  VOO 

PETRO-POINtS 
PURCHASE  S@7 
BALANCE 

^^5^  Bonos  poihts 

IF    APPLfCABLE^    WILL  ' 
BE    UPDATE®  LATER 


HAIPE   A   COO©  ®A^£ 

WIN   FI^EE   GAS  f  & 
-FOR   ONE   VEAR-  ~ 


®t®   ¥00   SEE  A 
SERHIGE   HEftp  t'QDAV? 

COMPLETE    A  SHORT 
&IJRUEV  AT 

PETKO™CA^ADA . CA/HERQ 


1-866-626-7779 


^4; 
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APPLICANT  COPY 


Bubbles  Car  Wash 
10538  B£ttVE 
SsE4am  5--i5--@£ 
BHiFT#  1   TERMINAL*  1 
3LSMM#  1 


BASIC  Wsh 
SUM  /*  T  RK  /  V  ftM 
Early  Bird 
SfiLES  T  PIS  i 

TOTAL  $; 
POS 


E4-.  9.5 
4.00 
-5.  0® 


IF  YOU  HPryE  AMY 
CONCERNS.  /  QUESTIONS 
PLEASE  CONTACT  OUR 
MNBR,    JENNIFER  ROY 
AT  433-15413 

THANK  YOU  AND 
HAVE  ft  S F?£ AT  HAY 
BUBBLES,  m 


PETRO-CANADA 
8338   82  AVENUE 
EfeftitiNTON 
ALBERTA    T6C  8^6 


.GST  #:  88763.65464 
PC8873943 : 8594eei 


2886-05-1$ 

SUPERCLEAN 
LITRES 
PRICEXL 
FUEL  SALES 

TOTAL    ON  ED 

CREDIT 

TOTAL  PAID 

#   GST  INCL. 


i  4  ,40 
84  ,48 


VISA 

*#&3M"fc#*¥###  5  9  S  7 

INVOICE  627586 
AUTH  849126 

THAMK  VOO 

PETRO-POINTJ 
PURCHASE  844 
BALANCE  397348 

BONUS  POINTS 
IF    APPLICABLE,*  WILL 
BE   UPDATED  LATER 


THAMK  ¥GU 
HAVE   A   GOOD  S)A¥ 


PETR0-CANADA 
511©    122  ST 
EDM  ON TON 
ALBERT  A-   TSH  3S2 

GST  #;  &-1-0-&15076 
PC87  8  8-06-7  I  Bgfr&gei 

200G--85-21  19:51 

PUMP  @0 
SUPER-GLEAN 

LITRES'-  L  74.SS* 

PH  I'  C  E'/L,  *  i.1041 

FUEL   SALES  s  82.77* 

TOTAL   WED     ^  83,77 

CREDIT  «.  02.77  ■ 

TOTAL   PAID     «   82,77  j 

*   GST    INCL.-   $  5.41 

VISA 

^M^tt********  B4.4 1 
INVOICE  93&841 
AUTH  $363@E 

THAN^  VO'U 

PETRO-PO.INTS 
PURCHASE  828 
BALANCE  '483714. 

***   BONUS.   POINTS  *** 
IF   APPLICABLE,  HILL 
BE   UPDATED  LATER 


THANK  VOU 
HAVE   A'  GOOD  DA.¥ 


* 

W IN   FREE   GAS*  ? 
-   FOR    ONE    VEAR  - 


WIN   FREE  GAffff 
«   FOR   ONE   WEAR  - 


DID    VOU    SEE  A 
SERVICE    NERO  TOS>A¥? 

COMPLETE    A  SHORT 
SURVEY  AT 

PETRO— CANADA . C A/HERO 

OR 

1-866-826-7779 


DID   ¥00   SEE  A 
SERVICE  "HERD.  TO.D-AV'? 

COMPLETE   A  SHORT 
SURVEY  AT 

PET Rd""&AN:ftDA  -  CA./HER-0: 
OR 

X-8S6-82.6-7779 
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APPLICANT  COPY 


bubbles  tktmn  JASP 

11614  JASPER  AVE  TSkONZ 


nil 


PURCHASE 


QMS- 2006  03.41 -4fi  ' 

Acet  £     ^  m  ttt  044|       ^  f 

Eip-  Bfft e  QZ^9  Card  rype  VI  ^ 
Wamc?   tt.  LJtJDlH  H£RAL 2      "  •  i> 

t 

T221 36051 0G1  j- 


Iota! 


138,4/ 


Customer  copy 


THANK  YOU  AND 
HfJVE  ft  GREAT  DAY 
UWU.-  BUBBLES,  Cft 
BSt# 12 1678833 


PETRO-CANADA 
5118    122  ST 
£DMONTOH 
ALBERTA    T6H  3S2 


GST  # :  98188X5676 
HCeae88B0: 0266381 


2  886-06-19 

MU'tRCLEAN 
Lll fcES 
PRiCE/L 
^U^L  SALES 

TOTAL  OWED 

CREDIT 

TOTAL  PAID 

*    GST  INCL. 


L 


16 : 52 
@7 

67  -  57© 
1.074 
72  ,  57^£ 

72.  57 

72.  57 

72.  5? 

4  .  75 


ISA 

*********  *3(c*5  9  97 

INVOICE 

AUXB  ©7©765 

THANK  VOU 

PI"  TRO-POINTS 

PUR*"--*  »SE  726 
B  AL  Aj!- .  i .  E  423387 

***  POINTS  *** 

IF    APPLICABLE,  MILL 
bfc    UPDATED'  LATER 

THANK  you 
HAVE   A   GOOD  S>A¥ 

WIN   FREE  GAS»f 
-   FOR   ONE   YEAR  - 


DID   ¥OU   SEE  A 
SERVICE   HERO  TQCNW? 

COMPLETE   A  SHORT 
SURVEY  AT 

PETRO-CANADA - OA /'HERD 
OR 


778 


